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If one reads the annual addresses of the presidents of this 
Association during the eighty years of its existence, as I am quite 
sure each new incumbent of the office does, he will find that they 
vividly portray a long struggle for the acceptance of science and 
humanity as guiding principles in the care of mental illness. None 
has failed to indicate the rich opportunities for service that come 
to those who choose mental medicine for their life-work while 
none has been free from reference to the formidable obstacles 
that lie in our path but not in those of our colleagues who enter 
other fields of medicine. In the earlier years of the life of our 
Association, these addresses dealt largely with contests from which 
we are to-day gathering the fruits of victory. The rescue of our 
patients from jails, prisons and poorhouses, the emancipation of 
our institutions from the control of politics, the reform of laws 
based upon cruel and ignorant conceptions of the nature of mental 
illness, the instruction of medical students in the science of the 
mind, and the recognition of mental nursing—all these aspirations 
supplied topics for many annual addresses and are to-day, in large 
measure, realized. 

Often in the past, members who had become discouraged over 
the prospect of ever accomplishing such far-reaching reforms must 
have been cheered in their tasks when, “ in convention assembled,” 
they heard sound principles courageously reaffirmed and inspiring 
advances reported. The simple fact of their own growing numbers 
that was demonstrated at each successive meeting must have given 
them confidence when progress was slow or uncertain and new 
obstacles seemed to arise as rapidly as old ones were overcome. 


* Delivered at the eightieth annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., June 3, 4, 5, 6, 1924. 
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A glance through these addresses of former years and a reali- 
zation of the spirit animating those who conquered difficulties that 
most of us have never known make us a little ashamed to admit 
that, many years later, in an era of material prosperity undreamed 
of by our predecessors, we have permitted to remain in this country 
any dark spots where men and women who are mentally ill and 
require hospital treatment still linger in unsuitable places of con- 
finement, politicians still attempt to raid mental hospitals (usually 
under the guise of a scheme for “ promoting efficiency and 
economy ”), asylums still exist (in fact if not in name), medical 
students can still become physicians without knowledge of the laws 
that govern mental life and our sister profession of nursing still 
looks askance at nurses trained in even the best mental hospitals. 
Incompleteness still exists in the work that the early members of 
this Association planned but that fact does not diminish achieve- 
ments that constitute one of civilization’s best evidences of the 
spiritual advancement of mankind. 

Although progress in the treatment of persons suffering from 
mental illness is not to be my theme this morning, adherence to 
precedent will justify reference to an event since our last meeting 
which I believe will some day be regarded as a striking milestone 
on the road that has led upward from neglect to treatment for the 
insane and from public indifference to solicitude for their welfare. 
The people of the State of New York voted last November to 
tax themselves by a bond issue of $50,000,000 for bettering the 
physical conditions under which mental patients are cared for in 
their public institutions. The authorization by a single common- 
wealth of the expenditure of this vast sum for the benefit of 
patients in mental hospitals would be a significant event under 
any circumstances but its approval by a larger number of citizens 
than had ever voted for any person, policy or appropriation 
at any time in the history of the State made it an amazing 
response to a need that could not have been fully understood a 
few decades ago. Such a demonstration of public confidence in 
their institutions and approval of a policy based upon care as 
opposed to custody testify to the growth of a point of view that 
is the best safeguard the insane poor of a community can possibly 
have. 
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Issues that have furnished such fruitful topics for presidential 
addresses in the past are largely concerned with relationships 
existing between psychiatry and the public. I should like to 
bring before you certain relationships that exist between our- 
selves, as physicians working in the special field of psychiatry, 
and the medical profession as a whole and between psychiatry and 
general medical science. It may seem curious that these relation- 
ships presented no special problems at the time that this Associa- 
tion was founded. In the earlier efforts to provide for the urgent 
needs of the insane, the medical profession as a whole was nearly 
as much concerned as were those of its members engaged in the 
treatment of the mentally ill. When the first state institutions 
were established, the first broadly conceived commitment laws 
enacted and the first attempts made to transform asylums into hos- 
pitals, other medical organizations were almost as active as our 
own and, largely under the leadership of members of this Asso- 
ciation, the efforts of medical societies were responsible in several 
states for great advances in the care of the insane. The pioneers 
in this organization were conspicuous members of the general 
medical profession as well as of our own specialty. 

The drifting apart which has been so harmful to the develop- 
ment of psychiatry and, in lesser degree perhaps, to general 
medicine was coincident with the commencement of a “ golden 
age’”’ in the medical sciences. Unfortunately, discoveries that 
threw a flood of new light upon other diseases failed to illuminate 
the darkness that enshrouded the essential nature of disorders of 
the mind. Methods of controlling the infectious diseases justi- 
fying Pasteur’s famous dictum that the world could rid itself of 
any of them gave rise to no hopes for a hygiene of mind in which 
comparable victories were possible. Surgical progress, even in the 
domain of surgery of the brain, held out no brilliant prospects for 
the cure of mental diseases by the excision of diseased tissue. 
Spurred on by hopes that these advances in general medicine fully 
warranted, medical men turned their attention elsewhere than in 
a direction from which so little could be expected. Medical 
students could find little to attract them to a specialty in medicine 
whose members were still engaged in contests with the law for 
the right to treat their own patients. The public policy of singling 
out mental diseases for treatment in great state institutions while 
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all other sick persons remained in their homes or near them in their 
own communities brought safety and enlightened care which the 
counties had shown themselves unable to provide but it tended, 
nevertheless, to remove the mentally ill to what was practically an 
unknown land to the practicing physician and the teacher of 
medicine. 

These are some of the causes that operated to divorce the interests 
of general medicine and the special one of psychiatry. Their effects 
were immediate and disastrous. Psychiatrists lost the powerful 
support of the medical profession as a whole in the movement 
for adequate public provision for the insane, for better laws and 
for the hospitalization of asylums. In scientific thought, there 
grew up what Dr. Adolf Meyer has called “ a deadly parallelism 
between mind and body”; as if they existed independently and 
physicians interested in the study of one need possess no informa- 
tion whatever regarding the other. So, in their daily work, their 
professional relations with the public and their scientific points of 
view, psychiatrists and physicians in general medicine lost touch 
with each other and seemed to be concerned with separate and dis- 
tinct issues. 

It would be difficult to conceive of a greater misfortune to our 
department of medicine than to have this gulf widen or even 
continue to exist. Happily, just when it seemed the widest, certain 
trends of events commenced and certain new scientific attitudes 
came into existence that, within a few years, have brought psy- 
chiatrists much more closely into contact with their fellows in 
general medicine than they had been for a very long time. By far 
the most striking factor in bringing this about was the development 
of opportunities for meeting in new relationships. The willingness, 
even eagerness, of psychiatrists in every field of psychiatric 
activity to participate in mental hygiene work when opportunities 
were developed brought us at once into intimate contact with 
many different enterprises in preventive medicine. Not only the 
important unofficial health agencies like the National Tuberculosis 
Association, the American Social Hygiene Association, the Ameri- 
can Public Health Association and the organization for child 
welfare, but their constituent local bodies in nearly every com- 
munity, welcomed the enlistment of psychiatrists in the common 
warfare against disease. The National Committee for Mental 
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Hygiene was one of the five health organizations to found the 
National Health Council, under the auspices of which all the more 
important voluntary health agencies of the country have been 
brought together under one roof in New York City. I imagine that 
there are very few members of the Association who are not now 
taking part in some enterprise concerned with general or local health 
work. To-day we feel as much at home at meetings of health 
organizations or as members of field parties of health workers as 
we do in our own institutions. Our point of view is welcomed 
with a warmth that is sometimes embarrassing. The same is true 
in social work for there is a conviction on the part of many people 
that information regarding the deep springs of human behavior 
might well be possessed by those who undertake to regulate it or 
understand its anomalies. This brings about in the field of social 
medicine, as well as in that of public health, new points of contact 
between psychiatrists and other physicians. 

In medical education, psychiatry and general medicine have 
contacts that have been vastly increased in their usefulness by 
the provision of psychiatric hospitals, wards, and clinics in con- 
nection with teaching hospitals. Although psychiatry had been 
taught in medical schools, either alone or in conjunction with 
neurology, for many years before the first university psychiatric 
hospital was established, those who presented the subject were 
without wards, laboratories or clinics and their actual connection 
with the educational work of the schools was exceedingly tenuous. 
Usually their intercourse with their fellow-professors was limited 
to attendance at commencement exercises each year, when its was 
likely to consist of more or less humorous remarks by the others 
about psychiatry as a means of earning a livelihood or the narration 
of a time-worn story about some impossible doings of a mental 
patient. Under such conditions, the part played by psychiatrists 
in medical education was not calculated to do much to bring 
psychiatry and general medicine into closer relationships. With 
a psychiatric hospital, ward, or clinic, conducted as an integral 
part of a teaching hospital, the situation is very different. Here 
daily contacts take place in clinical work and scientific investiga- 
tion. The internist and surgeon are quick to draw upon any of the 
resources of psychiatry that will aid their patients and the psy- 
chiatrist finds many opportunities for learning more about the 
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psychoses as total reactions of human beings than he could possibly 
do without access to the resources of general medicine. 

When the medical profession turned to the new tasks created by 
war, some of the events that tend to break down the scientific 
isolation of psychiatry were already producing their effects. In the 
war still more powerful influences produced new common interests. 
The first medical units to go over-seas were Army base hospitals, 
organized in the principal medical centers, whose personnel was 
composed of physicians who had already worked side by side in 
ward and class-room. Within a few weeks after donning their uni- 
forms, the medical officers of these units were at work in France 
and England dealing with human wreckage fresh from the battle 
fields of Flanders. Everyone knows how great a part neuro-psy- 
chiatric problems played in this wreckage. Simply and naturally, 
these problems were attacked in the hospitals that constituted the 
forerunners of the A. E. F. by physicians who could bring to 
bear upon them, at the same time, the resources of both psychiatry 
and general medicine. As American troops arrived and went into 
training or battle, this work extended, upon the same basis of 
cooperation, into the divisions in action and every other military 
undertaking in which mental casualties could occur. At the camps 
and hospitals at home other psychiatric problems were attacked 
in the same way and psychiatrists were delighted to find themselves, 
in the actual practice of their own specialty, associated with other 
physicians upon entirely new and advantageous terms. Not only 
in the treatment of the psychoses and psychoneuroses of war but 
in the examination of the draft army, dealing with the mental 
factors in disease (especially functional heart and orthopedic 
disorders) and in the disposition of the permanently disabled, 
meeting grounds were found that civil life had not afforded. 

In the work of the Veteran’s Bureau many of these new asso- 
ciations have been continued and the presence of psychiatrists in 
a number of medical groups formed in various parts of the country 
testifies to similar tendencies in private practice as well as public 
work. On the other hand, government mental hospitals, psycho- 
pathic hospitals, and institutes, and many state hospitals have 
appointed internists on their resident staffs since the war. It is 
evident, therefore, that the community of interest and mutual 
scientific appreciation born in the stress of war survived and that 


1924] THOMAS W. SALMON 7 


to-day many men in general medicine are familiar with the psy- 
chiatric point of view toward many disorders that were previously 
regarded as having no important mental aspects. 

I have indicated very briefly some factors that are tending to 
eliminate the gulf which so long has separated the work and 
interests of psychiatry from those of general medicine. Desirable 
as they are and beneficial as their results are certain to be to us 
and to our colleagues in general medicine, they would lack a firm 
foundation if psychiatry and general medicine were not tending 
also toward a common approach to the scientific study of the 
phenomena of disease as a whole. Community of interest in health 
work, social medicine and medical education and such mutual 
respect and fellowship as those which have grown out of the com- 
radeships of war would be incapable of bringing this about in the 
absence of definite scientific contributions that psychiatry can make 
to general medical progress. 

Dr. William A. White, with his habitual clearness, has sum- 
marized these contributions.” Like Sherrington, he reminds us 
that only as an sntegrated whole can man be understood in health 
or disease. During nearly all of our own generation, the psy- 
chiatrist in the presence of a disordered human mind has been 
asking the question, “ What is it that the individual is trying to 
do” ? The student of psychopathology sees fascinating problems 
in adaptation in human beings seeking to achieve through the 
medium of a psychosis or a psychoneurosis those objectives 
which Fate, limitations in their constitutional endowment or the 
strictures of their environment deny them. It is with this question 
in his mind that he studies the difficulties encountered by the soldier 
seeking safety without compromise with duty, the child trying to 
emancipate himself emotionally while yet economically dependent 
upon his parents, the person in quest of “ pleasure without sin,” 
or the one who must both hate and love the same individual. In 
the disease manifestations that disclose such battles being waged 
within the personality, he sees the whole organism employed, 
whether the mechanism chiefly concerned is that composed of the 
pathways of the nervous system, the digestive apparatus, or the 
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circulatory system. As Dr. White says, psychiatry is the specialty 
that was the first to approach at all adequately the study of the 
individual as a whole and the point of view, methods, and formu- 
lations that have grown out of this approach are its chief con- 
tribution to general medicine. 

Let us turn to some of the contributions that general medicine is 
prepared to make to psychiatry now that the barriers that ham- 
pered scientific intercourse are disappearing in hospital, laboratory, 
medical school, and private practice. If psychiatry was the first, 
as Dr. White has said, to lay unremitting emphasis upon the study 
of the personality, general medicine has shown no reluctance to 
follow. The constitutional factors in disease are being given more 
study at the present time than ever before. Even in the infections 
in which, quite naturally, the infective agent has received the 
most attention and the disease produced by its entry into the 
human body the next greatest amount, the constitution of the 
patient himself—the remaining side of the triangle—is often seen 
to be the element that determines infection or immunity and 
death or recovery. Such studies as those of the constitutional 
factors in pernicious anemia and gastric ulcer made at the “ con- 
stitution clinics ” of the Presbyterian Hospital in New York and 
Johns Hopkins Hospital in Baltimore are closely akin to those 
under way in psychiatric institutions, where the predisposing 
factors in mental disease are being examined by almost identical 
methods. The relation of focal infections to mental disorders can- 
not possibly be correctly determined unless psychiatry, internal 
medicine, bacteriology and surgery participate on equal terms in 
investigation and therapy. It happens that the great excursion that 
psychiatry is now making in this country into the domain of child- 
hood was commenced with the object of reducing crime and delin- 
quency rather than of increasing health. Another point of depar- 
ture might easily have been taken but, in any case, the psychiatrist 
and the pediatrician would immediately have found themselves 
working side by side. Part of the training now advocated for the 
psychiatrist who desires to enter this field is a period of work in a 
children’s hospital and the time is not far distant when the pedia- 
trician will feel that he is not fully equipped until he has worked 
in a children’s mental hygiene center or habit clinic. Endocrinology 
already provides a better means of understanding the nature of 
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certain affective disorders than has been afforded by any other 
approach. It is an evidence of the increasing breadth of vision 
with which the clinician in every department of medicine looks 
upon disease that physiology, bio-chemistry, pathology, and psy- 
chopathology are no longer regarded as mutually exclusive 
methods of investigation. 

The members of this Association have under their professional 
care as many sick persons as there are in all the general hospitals 
of the states and countries that our membership represents. 
Standards of study and treatment that guide us in our daily 
work, therefore, affect the welfare and, in large measure the 
chance for recovery of more human beings who are ill with 
serious diseases than are to be found elsewhere than in our special 
institutions. In addition, there are in the communities nearly as 
many people who are as much in need of the aid that psychiatry 
can bring as the half million who are formally entrusted to our 
care through their own wishes, the desire of their relatives or some 
process of law. In order that so great an obligation may be ade- 
quately discharged it is obvious that we must be indefatigable in 
our study of all the factors that produce mental disease and unre- 
mitting in our watchfulness over standards of medical treatment 
and nursing. In addition, however, if we are to be ready to make 
instantly available for the needs of our patients new discoveries 
in general medicine and surgery as well as in psychiatry and 
neurology, we ourselves must aid in the destruction of barriers 
that have tended in the past to keep psychiatry and its problems 
apart from the rest of medicine. 

Forces are more or less automatically operating in society, in the 
general medical profession, and in our own specialty that tend to 
end the isolation that too long has characterized our work. There 
are others that it is our responsibility to develop. Chief among 
them is the provision of better opportunities for clinical instruction 
in psychiatry in the medical schools. The psychiatric hospital or 
ward in the teaching college exerts a more powerful influence for 
bringing about the union of psychiatry and general medicine than 
all the others that have been mentioned combined. The philan- 
thropic foundations that have done so much for medical educa- 
tion could do more to add to the usefulness of the physicians of 
the next generation by aiding in the establishment of these 
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facilities than in any other way. In his presidential address last 
year, Dr. Ray Lyman Wilbur, president of the American Medical 
Association, said, ““ The human mind, the human will, and human 
personality will be as important for the medical student of to-day 
when he comes to full practice as typhoid fever, small-pox, and 
cholera have been for the physicians of the past. Moral and 
spiritual qualities play as large a part as do the more physical of 
the biologic processes.’ Medical students can never obtain the 
knowledge and point of view that will enable them to understand 
these processes in human life until they study, under the same 
conditions as they study other phenomena of disease, the distur- 
bances of mental function that it is the province of the psy- 
chiatric hospital to treat. In a little different way, sometimes, but 
nevertheless very effectively, the state hospital and private sani- 
tarium can aid in this vital task of improving medical training in 
psychiatry. In addition they can serve, as no university psychiatric 
hospital can, in the education of the public. I have some knowledge 
of the work of the little outpost of psychiatry that is constituted 
by the Lebanon Hospital for Mental Diseases in Syria. That 
institution, which seems like a tiny island in a great sea of popula- 
tion, can of course receive but a small proportion of all the cases 
of mental illness that are brought to its doors. Like our own first 
mental hospitals in colonial times, it gives the preference to acute 
and recoverable cases but it makes as an additional requisite for 
admission, whenever possible, the willingness of a young member 
of the patient’s family to remain in the hospital as a voluntary 
helper for a period of at least three months. In consequence, there 
go out each year to widely scattered villages in Syria young 
persons who know from their own personal experience the needs 
of mental patients and who possess at least the rudiments of knowl- 
edge concerning the means by which these needs may be met. If 
such a rule were possible in the public and private hospitals for 
mental diseases in this country, the bond issue of New York State 
would have passed unanimously! While the public hospital for 
mental diseases will never have this advantage, except on the out- 
skirts of civilization, it has rich opportunities for popular educa- 
tion which are being employed in an increasing measure. In many 
instances the state hospital is actually the center of scientific medical 
interest in the district that it serves. I know of one that performs 
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the public health laboratory examinations as well as those for 
private patients of all the physicians in the counties from which 
it receives patients. One meeting a year of each county medical 
association is held at the hospital. Notices of necropsies and 
important surgical operations are sent by telephone to all the physi- 
cians near enough to attend them and when a new patient is 
admitted a summary of the case, as presented at staff conference, 
and of the findings is sent to each of the physicians who signed 
the commitment papers or were interested in the patient before 
admission. Physicians who live in the counties from which that 
hospital receives its patients would not know what we mean by 
the “isolation of psychiatry ” that we have been discussing. 

And so, general medicine is reaching out toward psychiatry 
and our own specialty is renewing its older contacts with general 
medicine. Both are certain to gain in the breadth of their scientific 
approach to every problem of human illness but, in the end, the 
greatest beneficiary will be the patient himself. He will see his 
organic disorders, whether of the central nervous system or 
other mechanisms of the body, studied and treated with due regard 
not only to their functional aspects, but to function as modified by 
mind. He will see his disorders of function studied and treated 
with due regard to the complex structures that have been developed 
to permit them to be performed. When this occurs the psychiatrist 
and the practitioner of general medicine will be united in a common 
scientific point of view as well as in the common humanitarian 
enterprise of curing disease and relieving human suffering. 
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PSYCHIATRY AND PUBLIC HEALTH.* 
By LEWELLYS F. BARKER, M.D., Battimore, Mp. 


Your President has honored Inner Medicine by inviting one of 
its representatives to address you tonight upon the relations of 
psychiatry to public health. Though there are many internists 
better fitted than I am to discharge this function, I have gladly 
responded to the call; for it affords me the opportunity to bring 
before you certain problems that seem to me important and to 
make suggestions regarding some of the directions that must be 
followed in solving these problems that may, I hope, meet with 
your approval. 

Modern biology has, of late, been a potent influence in trans- 
forming our conceptions both of public health and of psychiatry. 
Thus biology has taught us to look upon each human being as a 
unique living organism, possessed of a given set of inheritance- 
rudiments derived from his ancestors, which, reacting continuously 
with ever-changing physical, chemical and psychical influences in 
the environment, yield as a resultant a creature that achieves at 
each stage of his existence a greater or less degree of success in 
the exercise of the functions that characterize his species. The 
reactions of human organisms vary enormously of course at 
different periods of life; intrauterine reactions, infantile reactions, 
adolescent reactions, adult reactions and senescent reactions repre- 
sent particular groups of responses. In developed organisms 
these reactions subserve a variety of personal needs—self-pre- 
servative, reproductive, constructive and acquisitive, intellectual, 
social, zsthetic and ethical. Human beings may be regarded as 
“healthy ” when their reactions correspond to their biological 
needs, when their powers of adaptation are congruous with the 
situations in which they find themselves, when their behavior 
represents adequate responses to environmental stimuli, when 
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their functional performance and endurance are equal to the 
opportunities afforded and the demands made upon them in the 
business of living. 

The problems involved in the production and maintenance of 
such healthy human organisms are those with which public health 
(in the larger sense) must be concerned. This broad conception 
of the problems of public health is, I must believe, worthy of 
general recognition; it should be the basis of any systematic 
formulation of its tasks. A program of public health that includes 
only the collection of vital statistics, the prevention of commu- 
nicable diseases, the provision of a more wholesome physical 
environment, and the custodial care of the insane, the feeble- 
minded and the delinquent classes, very important as these matters 
are, will no longer suffice ; the program must be gradually expanded 
so as to comprise such supervision and rational control of all the 
conditions of human life as will contribute to the increase of 
human happiness and efficiency. 

Now it is precisely the task of that part of Inner Medicine 
known as Psychiatry to concern itself with the reactions of the 
human organism as a whole (Adolf Meyer). Psychiatry is pre- 
eminently a science of human behavior, a special discipline that 
teaches us how to recognize and treat disorders of the powers of 
adjustment, a branch of knowledge that studies the feelings, the 
thoughts and the strivings of those who are inadequately respon- 
sive to their environment in the hope of helpful therapeutic inter- 
vention (diagnostic and curatwe psychiatry). Psychiatry goes even 
further; one of its most important functions, perhaps its highest 
function, is to search out the causes of human maladaptations, to 
discover in Nature or Nurture the conditions that account for 
them, and, by the application of the knowledge it thus gains, to 
prevent them (psychiatric prophylaxis; mental hygiene). 

Public Health and Psychiatry have then much in common. They 
aim at the same target. They are both medical branches of Applied 
Biology. Each is dependent in large measure upon other great 
divisions of human knowledge and technique. And each for the 
fuller achievement of its purposes requires the hearty codperation 
of a well-codrdinated host of official and voluntary agencies out- 
side the ranks of its own professional group. 
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THE VARIETIES OF INADEQUATE RESPONSIVITY 
AND THEIR INCIDENCE. 


To this audience it would seem almost superfluous to dwell 
upon the varieties of inadequate mental and moral responsivity and 
the degree of their incidence. Those who are engaged in psy- 
chiatric work are thoroughly familiar with the multiple forms of 
mental disease: (1) The organic syndromes (for example, those 
due to cerebral arteriosclerosis, to syphilis, to brain tumor and to 
lethargic encephalitis) ; (2) the toxsc-infectious syndromes (for 
example, the febrile deliria, the alcoholic psychoses, the drug-addic- 
tion disturbances, the saturnine encephalopathies and other psy- 
choses due to exogenous and endogenous poisonings) ; (3) the 
oligophrenias (or idiocies, imbecilities and debilities) due to con- 
genital or to acquired incapacities of the brain that result in 
poverty of associations ; and (4) the constitutional psychoses (for 
example, the epileptic insanities, the manic-depressive psychoses, 
and the schizophrenias). They, too, are well acquainted with the 
various (5) psychopathic forms of reactions or so-called situation 
psychoses (including the psychoneurotic states such as the hys- 
terias, the psychasthenias, the neurasthenias and the anxiety neu- 
roses) and with (6) the great group of psychopathic personalities 
(including the so-called “ semi-insane and semi-responsible,” the 
criminal, the perverted, the abnormally excitable, the unstable, the 
impulsive, the eccentric, the pathological liars and swindlers and 
various other inadequately social or anti-social types). The psy- 
chiatrist does not, like most laymen, think of insanity as a single 
condition, a state sharply separable (as for example the lawyer 
thinks of it) from sanity; on the contrary, his psychopathological 
studies reveal to him the most diverse cognitive, affective and 
conative disorders that, in their many combinations and permu- 
tations, give origin to a great variety of syndromes and account 
for the whole gamut of the insane, the mentally deficient, the psy- 
choneurotic, the delinquent and the other socially inadequate. But 
though the psychiatrist recognizes this enormous variety in irre- 
sponsivity and is thoroughly interested in the great borderland 
between the legally sane and the legally insane, the world at large 
is still woefully ignorant of even the simpler fundamental facts and 
principles of psychiatry and of the importance of the subject for 
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human welfare. A few legislators, a few lawyers, a few judges, a 
few educators, a few industrialists, many social workers and per- 
haps more physicians have had their minds opened to modern psy- 
chiatric conceptions, have learned something of the diversity of 
form of mental disorders, of the times of life when they tend to 
become manifest, of their principal symptoms and signs, of the 
courses they follow, and of the ways in which they terminate ; but 
others of these groups and the great mass of the people appear to 
be almost totally devoid of any real understanding of the signifi- 
cance of disorders of character and intelligence for either the well- 
being of individuals or the health of society as a whole. Here 
we are confronted by a huge educative task, which for its satisfac- 
tory performance will require the codperation of a vast army of dis- 
seminators of the facts. This army should be led by public health 
officials, by medical practitioners and, above all, by well-trained, 
sensible psychologists and psychiatrists. 

If the public could be accurately informed of the prevalence of 
abnormal thought, feeling and behavior in the United States such 
indifferentism as now exists regarding prevention would become 
inconceivable. If the public fully realized how much insanity, 
mental deficiency, criminality, and incapacity for social effective- 
ness actually exists, and how easily much of it could be prevented 
by the adoption of wise measures that are practicable even in the 
present state of knowledge, one cannot but feel that apathy would 
be displaced by zeal and that a vigorous prophylactic campaign 
through education and legislation would be peremptorily demanded. 
How many of our people know, for instance, that in the State of 
Massachusetts alone in the year 1920, some 395 per 100,000 of 
the population were being cared for at all times in institutions 
because of mental illness and that some 567 per 100,000 of popu- 
lation in that State suffered from mental illness in that year? (J. V. 
May.) Or how many of them know that in the same year in the 
country at large, some 232,680 patients were in Federal, State, 
County and Municipal hospitals because of outspoken mental dis- 
orders? (Pollock and Furbush.) Or how many of them realize 
that the second examination of the first million recruits drafted in 
1917 showed that 12 per cent were rejected because of nervous or 
mental disease? Or how many of them have stopped to think of 
the population of our penitentiaries, our jails, our houses of cor- 
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rection and our almshouses and at the same time to remember that 
residence in such institutions is the result of anomalies of conduct 
on the one hand, or of social inadequacy due usually to psychic 
inferiority on the other? Or how many have fully considered the 
meaning of the report that of the immigrants that we have admitted 
to this country in a period corresponding to a single generation 
no less than two million were of an intelligence lower than that of 
the average negro? (C. C. Brigham.) It is true that, despite the 
efforts to obtain accurate statistics regarding the prevalence of 
disorders of character and intelligence, the data we possess are 
far from being accurate or complete. But the facts that we already 
possess regarding the incidence of these disorders are surely 
enough to arouse the most lively interest and concern. 

Even if the occurrence of mental disorders in such numbers as 
I have just mentioned did not awaken in all a feeling of com- 
passion for those that suffer and a strong impulse to join move- 
ments for prevention, one would think that the remainder might be 
excited to participation by a consideration of the economic loss 
that mental disorders among our people entail. Dr. May (from 
data obtained from the Department of Commerce of the Bureau 
of Census) states that the expenditure for the maintenance of 
state and federal institutions for the care and treatment of mental 
diseases for 1915 amounted to over 36 million dollars; in addition 
the expenditure for the maintenance of institutions for criminals 
was over 21 million dollars, that of institutions for the feeble 
minded over 3 million dollars, and that of institutions for epileptics 
over I million dollars. In other words, in that one year the mainte- 
nance cost of the insane, the criminal, the feeble-minded and the 
epileptic in institutions amounted to more than 61 million dollars. 
whereas the maintenance of the tuberculosis hospitals of the United 
States for the same year cost only about 3$ million dollars. More- 
over, annual maintenance cost corresponds to only a part of the 
economic drain upon society involved; add to it the value of the 
property invested, and the economic loss represented by inmates 
incapable of work and of physicians, nurses, and attendants 
diverted from other forms of economic productivity and the total 
annual cost to the American people becomes appalling. Such figures 
might be expected to cause concern to a sensitive pocket even 
though its owner’s heart were hard or his head dull! 
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It will be only through the dissemination of facts such as these 
and through education as to the relation of mental states of crimi- 
nality, to ignorance, to poverty, to industrial inefficiency and to 
social inadequacy in general that the great public will become 
awakened to the social and economic significance of disorders of 
the psyche.* 


THE ORIGIN OF MENTAL DISORDERS 


Why should there be any mental disorders? How is it that so 
large a proportion of our people suffer from maladies that involve 
the intellect, the emotions and the will ? What are the conditions that 
determine inability to make adequate adjustments to the circum- 
stances of life? These and similar questions the psychiatry of our 
time is trying hard to answer. Hippocrates attributed “‘ madness ” 
to the effects of either phlegm or bile, the Romans to the enmity of 
the Furies, the early Christians to demoniacal possession; even 
many medical men formerly ascribed insanity to the influence of the 
moon. Later on, as the conception of insanity lost its unity, a whole 
host of physical and moral causes of insanity became listed. Only 
in our own time, with the rise of scientific medicine and of experi- 
mental biology, has any clearer insight into the conditions under- 
lying intellectual and characterological abnormalities become pos- 
sible. Even today we are scarcely past the threshold of an under- 
standing of the etiology of neuropsychic irresponsivity. 

The progress in the direction of etiological discovery now in the 
making is, however, very encouraging. Descriptive psychiatry has 
familiarized us with the types of disorder that we have to explain 
and has thus greatly enriched nosography. Modern biology has 
demonstrated the influence of heredity on the one hand and of envi- 
ronment on the other upon the development of organisms, and has 
taught us to look not only upon their structure but also upon their 
behavior as the resultant of the interaction of both. Students of 
psychopathology by their objective and painstaking investigations 


*In this connection, it is difficult for me to understand the backwardness 
of our University Schools of Hygiene in establishing departments for the 
study and teaching of mental hygiene. It is said that they excuse their 
remissness by asserting that “ mental hygiene consists of nothing but propa- 
ganda.” It looks almost as though those responsible for the organization 
and conduct of these institutions must suffer from “ psychophobia”! 
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have already gone far toward devising methods of valuing results 
that may sometime form the basis of a truly interpretative psy- 
chiatry. The world of mind—normal and abnormal—is gradually 
coming into ever clearer view. There is reasonable prospect that 
man will ultimately come to understand the mysteries of the origin 
of his thinking, his feeling and his striving. Only through the 
exposure of the secrets of psychic etiology can we hope to provide 
a satisfactory rational therapy or to discover efficient means of 
prophylaxis of mental disorders. Psychiatry must, in the interests 
of public health, strive to attain to a true knowledge of the con- 
ditions upon which sane thinking, wholesome feeling and competent 
action depend. 

In the search for this much-desired knowledge of conditions we 
should be guided by the general principles according to which 
living organisms develop and function. Every higher organism 
begins as a fertilized egg-cell (or zygote) which has its origin in 
the fusion of a paternal with a maternal gamete, the carriers of the 
ancestral germ-plasms. In this zygote are contained the inheritance- 
rudiments, which provide all of the potentialities of structure and 
function of the new organism. These potentialities, in their totality 
designated as the genotype, become more or less realized at differ- 
ent stages of development of the new creature through interaction 
with substances and forces in the environment. The realized 
organism at any stage, the so-called phenotype, is then partly of 
germ-plasm origin (genotypic), partly of environmental origin 
(paratypic). The genotype plus the paratype constitutes the 
phenotype at its various stages—feetal, infantile, puerile, adoles- 
cent, adult, and senile. The genotypic part of the phenotype is 
given once and for always at the time of fusion of the parental 
gametes; the paratypic part of the phenotype is continually un- 
dergoing change throughout the whole period of prenatal and 
postnatal existence. Heredity supplies the “determination fac- 
tors,” the environment supplies the “realization factors.” Each 
human phenotype is unique; it is the resultant of a special 
set of genotypic rudiments interacting with a special set of 
paratypic influences. The structure and the functions of any 
given phenotype depend entirely upon the inheritance-patterns of 
its genotype and their reactions with their surroundings. The 
potentialities of soma and psyche are alike genotypically deter- 
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mined ; the phenotypic manifestations physical and psychical con- 
sist of all the potentialities that through environmental influences 
(physical, chemical and psychical) come to realization. Obviously, 
then, in searching for the causes of either physical or psychical 
disorders, we must try to discover which of them lie in the inheri- 
tance-factors and which of them lie in the environment. 

The term constitution is often used in connection with the 
etiology of disease, but it should be borne in mind that this term 
has been employed in two different ways. One set of authors 
restricts the meaning of “constitution ”’ to the genotypic part of 
the organism; others, and I think the majority of contemporary 
writers, when they speak of “ constitution ” mean the whole make- 
up of the phenotype, and divide it accordingly into a ‘ genotypic 
constitution ’ and a ‘ paratypic constitution.’ Undoubtedly ‘ con- 
stitution ’ is of very great importance in relation to disposition to 
physical and mental disorders, and it is gratifying to observe the 
present-day tendency to revive and to elaborate conceptions of 
constitutional pathology (J. Bauer). 

Anthropological studies applied to medicine have been empha- 
sizing recently the relations of external habitus to types of charac- 
ter on the one hand and to disposition to disease on the other 
(Kretschmer). The “ habitus asthenicus,” for example, appears 
to be more closely related to the “ schizoid” character and psy- 
choses developing in those who manifest it are asserted to be often 
of the schizophrenic type, whereas the “ habitus pyknicus” (or 
habitus apoplecticus) appears to be more closely related to the 
“‘syntone” character and psychoses developing in those who 
manifest it are said to be more often of the manic-depressive type. 
Since it has long been known that persons of asthenic habitus are 
especially predisposed to infection with the tubercle bacillus and 
that persons of apoplectic habitus are especially predisposed to 
cardiovascular-renal disease associated with arterial hypertension, 
it should not be surprizing to us that such peculiarities of pheno- 
typic make-up may predispose to special forms of mental disease 
as well as to special forms of physical disorder. 

These newer conceptions of the relation of habitus to disposi- 
tion seem not to be out of accord with what we know of racial 
tendencies to personality types and to special forms of mental 
disease. Thus the Nordic race, which has a general tendency to 
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asthenic habitus, is said to be characterologically more schizoid 
than syntone, whereas the Alpine race, which has a general ten- 
dency to pyknic habitus, is said to be characterologically more 
syntone than schizoid. Not that any person or any race is wholly 
schizoid or wholly syntone. Indeed, Bleuler may be right in 
assuming a dual tendency, both schizoid and syntone, in all human 
nature, even though many persons may be predominantly schizoid 
and others predominantly syntone. His idea would go far toward 
accounting for the well-known fact that many schizophrenics 
exhibit also certain manic-depressive features and that many 
cyclothymics exhibit also certain schizophrenic traits. Bleuler even 
suggests that in such psychoses we should inquire to what extent 
a given patient is schizophrenic and to what extent he is manic- 
depressive! 

Recently, the attempt has been made to apply the principles of 
Mendelian heredity to the explanation of heredo-familial tendencies 
to mental illness. Thus there is considerable evidence in favor of 
the view that the tendency to manic-depressive psychosis depends 
upon a dominant Mendelian factor and that the tendency to schizo- 
phrenic psychoses depends upon a recessive Mendelian factor. The 
difficulties of applying Mendelian laws to the inheritance of disease- 
tendencies in human beings are, however, very great, for owing to 
the long duration of each generation, the small number of children 
per family, and the impracticability of making large scale crossing 
experiments, we cannot study heredity in man with the same ease 
and accuracy as in the four o’clock, the guinea pig, or the fruit 
fly. Still the sibling-method of Weinberg and the genealogical 
method used by Hoffmann, von Economo and others are yielding 
clues that may be usable later for analysis of genotypes for their 
constituent genes. But even for the well-recognized constitutional 
predispositions we do not yet know whether they depend upon a 
single pair of ids, or genes, or upon several pairs (polyidia). Nor 
are we sure in how far the pathological heredity is expressed 
primarily in the neural structures and functions or in how far it 
may be expressed in extra-neural structures (for example, the 
hormonopoietic apparatus) with secondary involvement of the 
nervous system. It does seem certain that instead of a single 
general psychotic predisposition that is inheritable we have to 
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deal with at least several such predispositions (including a cyclo- 
thymic, a schizophrenic, and an epileptic). 

Personally, I believe that the laws of Mendelian heredity must 
hold for human beings as they have been demonstrated to hold 
for other living organisms, and it is conceivable that sometime in 
the far-distant future we may, for man also, have “ chromosome 
maps ” (locating the genes in the chromosome loops) comparable 
with those remarkable maps of inheritance-rudiment localization 
and linkage in lower forms that T. H. Morgan and others have 
been able to draw! Meanwhile we must be content to work patiently 
and steadily with the methods that are available to us in the hope of 
gradually throwing light upon human inheritance. We should 
be very careful, however, not to assume a knowledge that we do 
not possess and not to plan practical public health programs that 
are without either sufficient empirical or adequate scientific basis. 

Of the environmental influences that may be concerned in the 
etiology of mental disorders, trauma, poisonings, infections, faulty 
hygiene (with regard to sex, diet, work, exercise, sleep, relaxation 
and recreation), bad education and emotional shocks and strains 
incident to situations in familial and social life and in the economic 
struggle for existence are among the more important. The earlier 
the injury to the organism, the more harmful it is, as a rule, to 
mental welfare; blastophthoric and other prenatal injuries may be 
especially disastrous to both the soma and the psyche of a 
developing being. Each of the several postnatal periods—infancy, 
childhood, adolescence, maturity, involution, senium—deserves 
special consideration with regard to possible nox. 

The psychiatrist who studies mental disorders in all their ranges 
and degrees in a great variety of human phenotypes quickly learns 
the fallacy of attempting to account for a psychopathy on the 
ground of any single cause. In every instance a whole series of 
major and minor conditions, partly constitutional or endogenous, 
partly environmental or exogenous, must be looked upon as etio- 
logically participant. 

Of late there has appeared a laudable tendency to analyze more 
minutely the structure of the psychoses and psychoneuroses with 
these points in view (Birnbaum), to study the component symp- 
toms and the course of mental disorders in relation to the whole 
make-up of the personalities that exhibit them (W. A. White), to 
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inquire carefully into the psychopathological processes going on 
in them and into the many factors by which they may be con- 
ditioned (Kempf), to distinguish between the major conditions 
responsible for pathogenesis and those minor conditions that either 
influence the form of the disorder (pathoplastic conditions) or that 
provoke the outbreak of symptoms at a certain time (provocative 
factors). In other words etiological diagnosis is, for the psy- 
chiatrist, coming to be a “ multidimensional ” rather than a “ uni- 
dimensional” affair, requiring a thorough study of constitution 
and disposition on the one hand and of operative exopathic influ- 
ences on the other. 


PRACTICAL CONTRIBUTIONS OF PSYCHIATRY TO PUBLIC 
HEALTH CAMPAIGNS. 


As psychiatric knowledge increases, psychiatry should of course 
find correspondingly increased practical application in the service 
of public health. But fully as important as the growth of the 
science of psychiatry and of the possibilities for new applications 
is the putting into use, for the health of our people, of the knowl- 
edge we already possess, the turning to account of practical meas- 
ures that are even now available but are neglected. Though state 
and private hospitals for the insane have been doing excellent work 
in the treatment of patients suffering from the severer forms of 
mental disorder, though mental maladies are being better and 
earlier recognized than ever before by medical practitioners, though 
medical schools of the higher type are beginning to give their 
departments of psychiatry the personnel, equipment and support 
that they need in order that medical students may be properly 
taught, and though national and state organizations for mental 
hygiene started by Mr. Clifford W. Beers have during the past 
few years begun to stimulate popular interest in mental welfare, 
it must be admitted that practical efforts directed toward so-called 
“‘ mental health ” have lagged far behind those directed toward so- 
called “ physical health” in this and all other countries, greatly 
to the detriment of the people. 

The Great War, responsible for so many tragedies, was not 
wholly devoid of benefits, and among these must be counted the 
awakening of the medical profession, of the military authorities 
and of the public to the extraordinary and unsuspected prevalence 
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of mental defects and of disorders of the emotions and the will 
among the young men who were drafted. The work done by the 
late Dr. Pearce Bailey, the head of the neuropsychiatric division 
of the Surgeon-General’s Office and his staff, and the achievements 
of Colonel Salmon, Senior Consultant in Neuropsychiatry, and of 
his divisional associates in the American Expeditionary Force, as 
well as the work done on estimating intelligence by the examining 
psychologists with Professor Yerkes as director, certainly mark 
the beginning of a new area in preventive medicine. The condi- 
tions revealed were so shocking that they have aroused the most 
lively interest in soundness of mind and in the make-up of per- 
sonality, and there is growing conviction of the importance, for 
national mental welfare, of careful surveys of our hereditary 
human stocks and of the environmental influences that impinge 
upon them. 

It is safe, I think, to say that, from now on, psychology and 
psychiatry will be of ever-increasing influence in the planning of 
public-health campaigns and in the framing of eugenic and euthenic 
programmes. In a country like ours, especially, in which there is 
perhaps the greatest admixture of races that the world has yet seen, 
it surely behooves us to see to it that the mentally superior stocks 
shall not be supplanted by stocks that are mentally inferior. It is 
matter for the gravest consideration that, on the one hand, through 
the ill-regulated immigration that has been permitted and on the 
other, through the relatively insufficient fertility of the mentallly 
superior stocks, the general level of intelligence and character in 
the United States is bound to fall unless we take the steps neces- 
sary to prevent it. The law recently passed in the State of Virginia 
for the preservation of racial integrity indicates that legislatures 
are beginning to give serious attention to this matter. As race- 
hygienists with biological training and understanding have made 
clear to us, the decay of a people composed of a mixture of superior 
and inferior hereditary stocks can be combated either by diminish- 
ing the fertility of those who are below average capacity or by 
increasing the fertility of those who are above average capacity 
(H. W. Siemens). Of the two methods, the latter is probably of 
far greater importance than the former, but the task of devising 
methods by which the capable can be induced to become adequately 
fertile is not an easy one. It is well-known that voluntary birth- 
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control through contraceptive measures is most extensively prac- 
ticed by the members of the most valuable groups in our popula- 
tion (except where there are religious scruples against it), whereas 
among the members of inferior groups such measures are either 
unknown or, if known, are less frequently applied. Possibly social 
engineers, interested in birth-policies, will devise methods that will 
favor a heightening of fertility among those with superior inborn 
qualities and thus contribute to the preservation of superior germ- 
plasms for the coming generations. Certainly all projected legis- 
lation that deals with immigration and with taxation should be 
closely scrutinized for its possible eugenic or dysgenic influence. 
The future of the American people has already been definitely 
jeopardized in the past by the importation of large numbers of 
slaves of the colored race, by the admission of hordes of derivatives 
of inferior hereditary stocks because of lack of effective supervision 
of the inborn qualities of immigrants, and by taxation and other 
legislative policies that favor the proletarianization of the popula- 
tion rather than an improvement of the innate endowments of its 
constituents. Many of these errors can never be retrieved, but cor- 
rective measures should wherever possible be employed in order 
to prevent the extinction of the best constituents of our mixture of 
racial stocks. Those interested in Mental Hygiene should, there- 
fore, encourage the study of biology in the schools and should pro- 
vide for instruction in race-hygiene in our universities so that the 
facts regarding heredity and selection and their relations to racial 
improvement and to racial deterioration may become more widely 
diffused. 

I have emphasized especially the importance of eugenics for 
public health because the majority of contemporary efforts to favor 
physical and mental hygiene and public welfare generally have been 
directed toward euthenics (improvement of the environment) 
rather than toward eugenics. But euthenic programmes are also 
exceedingly important and, since they are believed to be less vague 
and more tangible than eugenic proposals, popular approval and 
support of them can be more readily secured. The vast amount of 
work that is being done in prenatal hygiene, and in the hygiene of 
the infantile, of the pre-school, and of the school periods is of the 
greatest value for the safeguarding of mental health. Something 
has been done toward the supervision of mental health of the 
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students in our universities as urged by Dr. Stewart Paton; that 
more should be done is well illustrated by the recent astounding 
confession of two university students, sons of wealthy parents, in 
Chicago, who kidnapped and murdered a millionaire’s son avowedly 
to gratify their desire for a “ thrill.” That the courts have in that 
case to deal with a very serious psychiatric problem will be recog- 
nized at once by any one acquainted with the annals of psycho- 
pathology. 

Education in our schools has, hitherto, paid attention almost 
solely to the cognitive faculties and has altogether too much 
neglected the affective and the conative functions. But education 
to control of the emotions and of the will is fully as important as 
education of the intellect; mental hygienists are performing a 
notable public service in bringing this fact to general attention. 
Children and adolescents must learn how to bear some things that 
are disagreeable; they should recognize that human life has its 
duties as well as its privileges—that it involves something more 
that merely “having a good time” or “ getting a thrill.” And 
besides a purposeful upbringing in families and schools, provision 
can and should be made for better vocational guidance, so that the 
chosen work of each person may be of a kind to which his inborn 
capacities are suited. Moreover, care must be taken to aid young 
people in the timely solution of inner conflicts, especially if those of 
schizoid temperament are to be protected from mental disturbances 
that split the personality. 

The organ of the mind—the brain—must be protected from all 
kinds of injuries—traumatic, toxic, infectious—if it is to function 
properly. Here physical hygiene becomes an admirable servant of 
mental hygiene. The campaign against syphilis is reducing the 
incidence of general paresis. Would that we could discover some 
effective prophylaxis or treatment, too, for epsdemic encephalitis, 
which during the past seven years has been responsible for most 
deplorable mental as well as physical sequels. The prevention of 
infectious diseases in general is an important part of mental 
hygiene and the importance of removal of chronic focs of infection 
as a part of the treatment of patients suffering from mental dis- 
orders dare not longer be overlooked. The fight against the abuse 
of alcohol and its encephalopathies has not been fully won, as 
everyone except the blind fanatic knows, by the adoption of the 
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eighteenth amendment to the Constitution or by the passage of the 
Volstead Act; indeed, it is a grave question, whether, up to now 
at least, mental hygiene has been as much favored as harmed by 
the suppressive legislation mentioned. Auto-intoxication from the 
intestine, so often incriminated as an etiological factor by auto- 
diagnostic laymen who suffer from melancholic or hypochondriacal 
symptoms, may be of a certain importance and doubtless sometimes 
deserves medical attention; but it can be met when it exists by 
very simple measures, and I am convinced that the instances in 
which such a radical remedial measure as excision of the colon is 
warranted must be exceedingly rare. In our enthusiasms for 
therapy we must be careful “to keep our feet upon the ground ” 
and to avoid the disrepute that must inevitably follow upon over- 
zeal in the application of uncritical, rash and unnecessarily dan- 
gerous methods of therapeutic intervention. 

Much more might be said of the relations of psychiatry to public 
health if time permitted but I must be content with having 
sketched only the broad outlines of the topic. That in mental 
hygiene an enormous field for fruitful work lies open before psy- 
chiatrists and other guardians of the public health will be agreed 
to, I think, by all. Only through the hearty codperation of psy- 
chiatrists with public health officials, with the medical profession 
generally, with many voluntary health agencies and with educators, 
legislators, social workers and industrialists can this work attain 
to the success it deserves in helping to ameliorate conditions in a 
world that is still defaced by all too much suffering and misery. 
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A BIOCHEMICAL STUDY OF THE BLOOD IN 
MENTAL DISORDERS.* 


By JOSEPH M. LOONEY, M.D. 


Many attempts have been made to correlate the various indi- 
vidual constituents of the blood of psychotic patients with the 
clinical findings. The results on the whole have not indicated any 
definite agreement between the psychosis of the patient and the 
chemical analyses. For a fairly complete review of the literature 
on this subject the reader is referred to a paper by Bowman.’ No 
one has yet attempted to determine completely all the constituents 
in any one group of patients. 

That variations from the physiological level in the amount of 
the various constituents of the blood may result in changes in the 
mental status of an individual is evident in the delirium preceding 
the coma of diabetes or uremia. Paranoid tendencies become 
manifest in alcoholics and in acute cases hallucinosis and delirium. 
These cases, however, are rather extreme and such marked differ- 
ences are certainly not present in psychotic cases. The work so 
far published would seem to eliminate most of the constituents of 
the blood from any direct connection with the mental status. It 
is not to be expected that changes would occur in the chief nitroge- 
nous constituents such as urea and amino acid because the for- 
mation and utilization of these products appear to be a universal 
property of all the body tissue. However, as no study has come 
to my attention of accurate amino acid determinations in psychotic 
individuals it seemed worth while to undertake this, particularly 
since Folin* has placed a very simple and reliable method for 
such determinations at our disposal. The uric acid figures also 
have not been sufficiently well studied chiefly because of the 
laborious methods used before the recent direct method of 
Benedict.’ 

It would seem as if the most hopeful field for investigation in 
this connection would be in the estimation of the amines, the most 


*From the Biochemical Laboratory of the Sheppard and Enoch Pratt 
Hospital, Towson, Maryland. 
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4toxic end product of misdirected metabolism. Work is now in 
progress in this laboratory in an endeavor to find some simple 
method for the isolation and determination of these substances. 
If variations in the amount of the amines in the blood do occur 
then there should be variations in the amount of undetermined 
nitrogen of which these amines form a part. Lacking a direct 
method of attack, it seemed worth while, therefore, to determine 
as accurately and completely as possible the amounts of the 
various nitrogenous substances with the view to showing if pos- 
sible whether the amount of undetermined nitrogen varied in the 
various classes of psychotic individuals. 

In the following groups the patients were carefully selected to 
eliminate all cases in which definite organic changes has occurred. 
In each case the blood specimen was taken in the morning before 
breakfast, the patient having partaken of no food since supper on 
the previous evening. The blood was prevented from clotting by 
the addition of a small square of cotton cloth impregnated with 
lithium oxalate as recommended by Folin.“ 

The methods employed were those of Folin and Wu‘ and the 
utmost care was taken to insure the greatest possible accuracy 
of the results. The various reagents and standards were fre- 
quently checked throughout the progress of the work and dupli- 
cate analyses made at intervals on the blood specimens. The uric 
acid was determined by Folin’s * modification of Benedict’s direct 
method. 

The following modification having been found to give accurate 
results was adopted for the estimation of the creatin. This 
change was undertaken to do away with the necessity of using an 
autoclave. 

Five c. c. of blood filtrate plus I c.c. of normal HCl were placed 
in a test tube graduated at 25 c.c. and evaporated to dryness in a 
water bath. Then 1 c.c. more of HCl was added and the evap- 

oration repeated. The residue was next dissolved in 5 c.c. of 
water and the determination of creatin carried out as in Folin’s 
method except that no acid was added to the standard. The 
picric acid used was purified by repeated recrystallizations from 
benzene as recommended by Benedict. 

The results in mg. per 100 c. c. and in per cent of total nitrogen 
are given in the following tables. Table I gives the results obtained 
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from 19 controls. These specimens were obtained from the nurses 
and attendants at the hospital who are on the same diet as the 
patients. 

It is to be noted that the figures for uric acid and creatine nitro- 
gen are increased over those given by Uyematsu and Soda‘ and by 
Hammett:* the creatine figures being especially high. The un- 
determined nitrogen is considerably lower that the figures given by 
Hammett. The figures for urea, creatinine and blood sugar are 
approximately the same. 

Table II gives the results from 11 cases composed chiefly of 
hysterical and psychoneurotic cases. Turning to Table IX where 
the average of all the various groups are tabulated together we 
see that there is no essential difference between the findings for 
this group and the controls. In fact the two tables coincide very 
well except for a somewhat lower amount of blood sugar in the 
hysteria group. 

The patients in each group were carefully selected, the diagnosis 
in each case being obtained after presentation of the patient at 
staff conference. No attempt will be made here to give the details 
of each case but it may be accepted that the group as a whole 
reacts as a typical case. This exception, however, must be noted, 
that while our catatonic cases exhibited mutism and negativism, 
in none of these cases were there any apparent changes in the 
muscles, no cerea flexibilitas and no rigidity. Feeling that such 
cases should not be omitted a study of a group of catatonic cases 
showing marked muscular rigidity was undertaken. The material 
for this study was obtained at the Springfield State Hospital and 
the results will be published in a future paper. 

The figures for the group of 11 manic cases given in Table III 
are very nearly identical with those obtained from the controls. 
This agreement is so good that the figures for the two groups 
might be interchanged without interfering with any conclusions 
that might be reached respecting the other groups. 

Practically the same conclusion holds true for the group of 
nine paranoid patients given in Table IV. The urea figures are a 
little lower and the creatinine figures somewhat higher than the 
controls but the difference is not marked and has no determinable 
significance. 
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Table V gives the results obtained from eight catatonic dementia 
precox cases. Here again there is but little change from the 
control figures. The per cent of undetermined nitrogen in this 
group is lower than in any other group and there is a corresponding 
increase in urea but otherwise there is no noteworthy change. 

In the next table (Table VI) the determination taken from a 
group of 13 dementia precox patients are given. These cases are 
of simple, hebephrenic and deteriorating precox most of which 
are listless, depressed and apathetic. On comparison with the con- 
trols two distinct changes are noted. The per cent of undeter- 
mined nitrogen is considerably increased and the per cent of 
creatine nitrogen is diminished. The same changes are even more 
marked in the group of Involutional Melancholia cases given in 
Table VIII. The per cent of undetermined nitrogen being still 
greater and that of creatine nitrogen still less. 

In Table VII containing a group of 30 depressed types of manic 
depressive individuals the per cent of undetermined nitrogen is 
still high but there is no appreciable change in the per cent of 
creatine nitrogen. 

The findings may be summarized as follows: There is no 
essential change from the figures given by the controls in the 
various nitrogenous constituents of the blood taken from hys- 
terical psychoneurotic, manic or paranoid cases that can be deter- 
mined by careful examination. 

In the depressed groups represented by the manic depressive 
depressions, the simple and deteriorating prazecox cases and in the 
Involution Melancholias there is an appreciable increase in the 
per cent undetermined nitrogen. In the last two of these groups 
there is also a decrease in the per cent of creatine nitrogen. 

These results would appear to offer some support for the view 
that toxic amines may be present in the circulation of markedly 
depressed patients. Absolute proof that such amines are asso- 
ciated with depressions cannot, of course, be given without first 
acquiring some method for isolating them and measuring them 
quantitatively. We must also keep in mind that Jackson’ has 
recently shown that adenine nucleotide can be isolated from human 
blood and that from 3 to 5 mg. of nitrogen per 100 c.c. of 
blood may be accounted for in this way. But even with this amount 
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subtracted from our figures for undetermined nitrogen the remain- 
der would still show fluctuations. It seems then that the findings 
are at least suggestive that depression and amines may be in some 
manner associated. 

The change in creatine may be considered as related to the phy- 
sical condition of the patient and not directly associated with his 
mental status. Indirectly there may be a connection in so far 
as the mental attitude of the patient influences the muscular tone. 
The amount of creatine present in the blood may be assumed to 
be a function of the muscular tone of the individual. If there 
is a long continued relaxation and diminution in muscular tone 
such as is experienced in the cases of involution melancholia and 
in certain types of precox then there is a decrease in the amount 
of creatine. In the case of the manic depressive depressions the 
condition does not last long enough to produce any change. 

That the reverse of this is also true should be demonstrated by 
analyses of the blood of catatonic cases showing marked muscular 
tension lasting for a considerable period. Such an investigation is 
being undertaken and the results will be published in a future 
paper. 

The results so far obtained have been entirely favorable to 
this view. 

In conclusion it may be stated that evidence has been produced 
pointing to the view that toxic amines are present in the blood 
of markedly depressed cases and that the amount of creatine in 
the blood is related to the tonicity of the muscles. 
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SEXUAL BEHAVIOR AND SECONDARY SEXUAL HAIR 
IN FEMALE PATIENTS WITH MANIC-DEPRESSIVE 
PSYCHOSES, AND THE RELATION OF THESE 
FACTORS TO DEMENTIA PRAECOX. 


By CHARLES E. GIBBS, M.D., 


Associate in Internal Medicine, Psychiatric Institute, Ward’s Island, N. Y. 


In a previous paper’ it was shown that in female patients with 
dementia pracox a close relation existed between three factors— 
sexual behavior, age of onset of the psychosis, and the occurrence 
of masculine pubic and mammary hair. The previous sexual 
behavior had been much more peculiar and inadequate in early 
cases than in those with late onset. Certain sexual manifestations 
in the psychosis in early cases were also different from those in 
late cases, and showed a close relation to the previous behavior. 
It was shown that the occurrence of pubic hair of definite mas- 
culine distribution and of hair around the mammary areolas bore 
a close relation to age of onset, the maximum incidence being in 
patients first admitted when between 20 and 24 years of age. 
There was good evidence, including various manifestations of 
homosexuality, that the character and adequacy of the previous 
sexual behavior had a direct relation to the occurrence and degree 
of development of these masculine types of hair growth. Further, 
it was shown that this hair occurred four times more frequently 
and in more abundant growth in female patients with dementia 
precox than in non-psychotic pregnant women. 

It was also reported that this hair growth had been found almost 
as frequently in female patients classified as manic-depressive as 
in those with dementia precox. In those classed as manic-depres- 
sive, however, it was found that some with masculine hair also 
presented certain atypical and malignant clinical features, and 
that in others the accuracy of the original classification had not 
been demonstrated by careful observation or by their subsequent 


* Gibbs, Charles E.: Sex Development and Behavior in Female Patients 
with Dementia Precox. Archives of Neurology and Psychiatry. 11: 179 
Feb., 1924. 
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course after months or years in the hospital, as it had been in 
those with dementia praecox. Many of these malignant cases with 
masculine hair, and a few others with normal hair, were first 
admissions. They had been classified soon after admission, and 
often without adequate information as to previous behavior and 
personality or mode of onset of the psychosis. In some cases 
the history of a seclusive personality or the presence of certain 
symptoms had been recorded as unfavorable from the standpoint 
of ultimate outcome. 

The tendency of this masculine hair to occur in association 
with the more malignant psychotic reactions was further indicated 
by the similarity of other factors in these cases to those in dementia 
precox. In these patients classed as manic-depressive the occur- 
rence of masculine hair showed a similar relation to age of onset, 
and was even more frequent in the 20-24 age group. In many 
of these patients with masculine hair the sexual behavior and 
certain sexual psychotic manifestations were also quite similar 
to those in dementia precox. See Case 1 below. 

It seemed probable, then, from the above observations, that 
these masculine types of hair growth were much more closely 
related to the sexual behavior of patients with dementia praecox 
than to that of patients with recurrent benign manic-depressive 
attacks. Because of this possible diagnostic and prognostic sig- 
nificance, not only of masculine hair but also of the other sexual 
manifestations with which it seemed to be associated, it was 
suggested by Dr. Kirby that further observations be made on a 
series of manic-depressive patients selected with the idea of elimi- 
nating doubtful cases. 

Selection of Cases.—For reasons indicated above, it was decided 
to select only such patients classed as manic-depressive as had 
recovered from two or more attacks. Several cases were selected, 
however, in which recovery after the first or second attack was 
doubtful if considered from the standpoint of insight and return 
to previous personality and standard of behavior. Because of 
their significance it was considered better to include them than 
to permit personal opinion to play a part in excluding them. 

Of the 107 patients on whom the previous observations had 
been made only 50 could be selected on the above basis, and 
several of these were doubtful as to complete recovery. To secure 
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additional cases a careful review was made of the records of over 
200 other patients in the Manhattan State Hospital who were 
classed as manic-depressive. Only about 50 of these were found 
to meet the requirements. A few additional patients were found 
who had been previously observed on the Psychiatric Institute 
service and were again in the hospital. Thus was selected a new 
series of 107 patients who had made at least a partial recovery 
from two or more attacks. Twenty-five of these patients were 
Institute cases, while the remaining 82 were routine hospital 
cases. Twenty-one patients in the series have had two attacks, 
and the others have had more. One patient has had 15 attacks with 
recovery, while another has been in the hospital three years with 
her sixteenth attack. 

Mongolians and negroes were excluded from this as from pre- 
vious series in which hair distribution was studied. A deficiency 
of secondary hair is frequent in these people as compared to Cau- 
casians. The variations of secondary sexual hair reported here 
have not been found to have any relation to the various Caucasian 
races which have been represented in the patients examined. The 
common idea that certain Caucasian races have more hair than 
others seems to depend more on color and texture than on number 
and distribution. 

Masculine Pubic Hair—As in the previous series, the pubic 
hair was classed as masculine only when it extended to the umbili- 
cus in the typical triangular arrangement without horizontal 
demarcation, and as semi-feminine when there was an horizontal 
demarcation with the addition of a narrow strip of hair up the 
midline. The occurrence of masculine hair in this new series of 
manic-depressive patients is shown in Table 1. Its occurrence in 
patients with dementia precox and in non-psychotic pregnant 
women is introduced for comparison. 

Pubic hair of the definite masculine type occurred with prac- 
tically the same frequency in the manic-depressive patients as in 
the controls, and much less frequently than in patients with 
dementia preecox. The semi-feminine type occurred less frequently 
in the manic-depressive group than in either the control or the 
dementia przecox group. 

Mammary Hair—Every psychotic patient and non-psychotic 
control who showed even a few well-developed hairs around one 
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or both mammary areolas was classed as having mammary hair. 
As shown in Table 1, this hair occurred more frequently in the 
manic-depressive patients than in the controls, but less frequently 
than in patients with dementia precox. Mammary hair was present 
in almost every patient examined in whom the pubic hair was of 
masculine distribution and well developed, and also in many in 
whom the pubic hair was classed as semi-feminine. In these obser- 
vations the basis of comparison was the minimum amount of hair 


TABLE 
SECONDARY SEXUAL Hair IN FEMALE PATIENTS. 
masculine mammary hair 
40%j pubic hair 
| Dementia Praecox 
30% 
Manic-depressive 
20%. 
controls 
10%4 
Pubic hair. 
| Mammary hair. 
| Masculine. Semi-feminine. 
Cases. % Cases. % Cases. % 
Dementia precox.| 203 25 16.2 72 35.6 
Manic-depressive. | 107 4 2.7 | & 1.2 21 19.6 


Non-psychotic, | 


pregnant,controls,| 235 7 2.9 | 46 19.5 21 8.9 


of these masculine types of distribution. Many of the psychotic 
patients showed an abundance of this growth which was not 
observed in the controls. 

Relation of Masculine Hair to Age of Onset—The direct rela- 
tion between the age of onset of the psychosis and the occurrence 
of these masculine types of hair growth is shown in Table 2. This 
table is arranged according to the age of the patient when first 
admitted to a hospital for mental disease. Of the 23 patients in the 
20-24 group, 12 or over 50 per cent showed abnormal pubic or 
mammary hair or both, while 16 of the 84 patients in the other 
age groups, or only 19 per cent, showed abnormal hair. This differ- 
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ence would have been even greater if the nine patients with abnor- 
mal hair in the 15-19 age group had been examined soon after 
admission. Very few patients examined before 19 have this abnor- 
mal hair. This hair appears at about 19 or 20 years of age. It has 
no relation to the menopause, and is undoubtedly due to the pres- 
ence of a positive masculine factor rather than a failure of ovarian 
function. 

Sexual Behavior —A close but peculiar relation between mas- 
culine types of hair growth and sexual behavior in this series of 
patients is shown in Table 3. Of the patients with masculine hair, 
53.6 per cent remained single, as compared with only 21.5 per cent 


TABLE 2. 
MASCULINE Bae | IN RELATION TO AGE. Manic-DEPRESSIVE. 


Pubic hair. } 
Age on first | Number 
admission. of cases. Mammary hair. 
Masculine. Semi-feminine. 
Cases. %o Cases. | Cases. % 
15-19 0.0 *6 17.6 | 4.7 
| = 3 13.0 3 13. | 10 43: 
s ie | oO 6 I 20 
45-49..... 3 | Oo | re) | re) 


* All of these were 20 years of age or over when examined. 


of those with normal hair. The failure of these patients to marry 
was not due, however, to age or lack of sexual instinct. Of the 
15 patients with masculine hair who remained single, 7 gave a 
history of illicit sexual relations. There was a history of illicit 
relations in 35.7 per cent of the patients with masculine hair and 
in only 8.8 per cent of those with normal hair. 

Those patients with a history of illicit relations also had an 
early onset of the psychosis. Nine of the 10 with masculine hair 
and three of the seven with normal hair were between 15 and 23 
years of age on first admission. Only one patient with a history 
of illicit relations, which occurred after marriage, had the onset 
after 29, and she also had masculine hair. 

Correlation—There remained, then, in this new series of manic- 
depressive cases, a fairly well-defined group of patients character- 
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ized by inadequate and peculiar sexual behavior, early onset of the 
psychosis, and the occurrence of masculine sexual hair. The rela- 
tionship between these three factors was similar to that found in 
patients with dementia precox. The character and adequacy of 
the previous sexual behavior showed a close relation to age of onset, 
on the one hand, and to the occurrence of masculine hair, on the 
other. Patients with these masculine types of hair growth were 
much less frequent than in dementia praecox, but showed the same 
marked tendency to early onset of the psychosis, and were also 
more inadequate and peculiar in their sexual behavior than those 
with normal hair and later onset. 


TABLE 3. 
Sex Benavior. Manic-DeprREssIve. 
| With | Without 
masculine masculine 
| hair. | hair. 
28 | 79 
Illicit sexual relations: 
Single...... | 2 
2 4 
I I 
| 10—35.7% 7— 8.8% 


A history of illicit sexual relations occurred, however, with 
significant frequency in these patients with early onset and mas- 
culine hair. In dementia precox, on the other hand, the hetero- 
sexual activity of patients over 19 seemed to be inhibited in pro- 
portion to the degree of development of masculine hair, and illicit 
relations occurred more frequently in patients with little or no 
masculine hair and later onset. Further analysis indicated that 
this difference was more apparent than real. Very few of the 
patients in this series showed masculine hair developed to the 
degree found in dementia preecox. Only 9 patients showed both 
mammary and masculine or semi-feminine pubic hair. Three of 
these gave a history of illicit relations, while the seven others with 
this history had only mammary or semi-feminine pubic hair. There 
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were seven additional patients with this history and normal hair. 
It was evident, then, that in this series illicit relations showed the 
same tendency to occur in patients in whom the masculine hair 
was not so well developed, although they did have an early onset. 

That this group of patients should present both early onset of 
the psychosis and a frequent history of illicit relations is con- 
sidered as most significant in indicating their close resemblance to 
dementia precox. While a history of illicit relations occurred 
more frequently in dementia przcox patients with comparatively 
late onset, these relations had begun at puberty or soon after in 
practically every one. It was also found that many dementia 
precox patients with early onset had a rather strong desire for 
heterosexual relations which they could not transform into be- 
havior, and that in some of them the psychosis seemed quite 
definitely to be precipitated by an attempt at such relations. It 
was in this peculiar and psychopathic nature of their sexual 
behavior that this group of patients showed a fundamental simi- 
larity to patients with dementia precox. 

Clinical Interpretation.—The clinical significance of these obser- 
vations refers to this underlying behavior difficulty, which is one of 
the essential factors in the psychopathic personality, and is further 
reflected in certain sexual manifestations of the psychosis. A his- 
tory of illicit relations is to be interpreted as a manifestation rather 
than a solution of this difficulty. This is shown by the close and 
often precipitating relation which this attempt at sexual function 
so often bears to the onset of the psychosis. A history of illicit 
relations thus assumes clinical significance when such behavior has 
been of a psychopathic nature, a part of the behavior disturbance, 
or psychopathic personality, which preceded the onset of the psy- 
chosis. It was for this reason that a history of illicit relations was 
a part of the history of the disease, and thus found its way into 
the clinical record, so much more frequently in these malignant 
psychoses than in the benign reactions. The records of these 107 
cases, and of the 203 cases of dementia przcox on which these 
observations are based, were made by numerous physicians and 
many of them extend back 15 to 20 years. The psychopathic 
nature and clinical significance of the type of sexual behavior dis- 
cussed above is illustrated in cases I and 2. Case I was excluded 
from this series, but is reported as typical of a rather large number 
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of cases which fail to recover after the first or second attack. In 
such cases the onset of a malignant psychosis is marked by an 
excitement which is superficially of manic type. The previous 
personality and the sexual motive in the excitement are of prog- 
nostic significance. 


CasE 1.—First admission May 25, 1915, age 16. Born November, 1808. 
As a child was healthy and of a happy disposition. At 14 painful, irregu- 
lar menstruation began. Was taken out of school and kept at home for 
one year. At this age she was shut in, shy and bashful with boys, and 
preferred girl friends. At 15 began work as a shop girl. At 16 she fell in 
love with a young man who taught her to drink and smoke. She expected 
him to marry her. He suddenly deserted her. She worried greatly; could 
not eat or sleep; said that she was ruined, that she was pregnant. Two 
weeks before admission to a private sanitarium, she began talking to her- 
self and gradually became excited. Thought she could see her lover in 
the street; that electric currents were put into her body; that detectives 
were watching her. On admission was agitated and fearful. Was well 
oriented and had some appreciation that she was not well. Her mind dwelt 
much on her fiancé. Said she was surrounded by enemies. At times was 
violent and profane, irritable and assaultive. Hallucinated constantly. She 
gradually became more quiet and returned home July 12, 1915. “On 
return home she was changed. Instead of being shy and bashful she was 
bold and brazen. Went out every day and picked up strange men, return- 
ing home late.” Extremely irritable when parents attempted to correct her. 

Second admission April 18, 1917, age 18. Ten days previously she had 
quit eating, was crying and sleepless. On April 12 talked to herself and 
acted queerly; broke the glass over a picture and said she did it to save 
her father’s life. On April 14 became excited on the street, threw her hat 
into the gutter, and’asked a policeman to arrest her. At Bellevue Hospital 
was excited and threatening; showed marked distractability, flight of ideas 
and stress of psychomotor pressure; required restraint; exhibitionism and 
marked eroticism. Oriented. Related the details of her experience on the 
street. “ Why doesn’t my father come for me? He is a fine father. I will 
make a home of my own. I am engaged to J——. I say to everyone J-——, 
have you got the ring?” On admission at Ward’s Island, April 18, was 
excited, abusive, voluable, well oriented, distractible with flight of ideas. 
“A certain young man ruined me, he has been experimenting on me with 
wireless, trying to kill me.” She was assaultive, and required restraint. In 
May could be placed with more quiet patients. During the next three years 
she had repeated attacks of temper, would be very destructive of furni- 
ture and clothing, assaulting and noisy. Between these attacks was fairly 
quiet, and often smiled to herself. When asked about her lover, she 
laughed in a silly manner, and became irritable when questioned further. 
During 1920 became more quiet, shallow and simple, with silly laughter, 
hallucinations, masturbation, eroticism, scattered delusional ideas. This 
state has persisted, with occasional disturbances of destructive excitement. 
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At present, March, 1924, she is quiet, seclusive, sitting in peculiar posi- 
tions for long periods, must be dressed and undressed, does not work. At 
first replies to questions without evidence of emotional tone, but smiles in 
speaking of a little girl, a very little girl, whose voice she hears from San 
Francisco. “I hear her talking now—and I completed it—a picture.” 
There is interference and disconnection in the stream of thought, with 
some evidence of autistic thinking. In a rambling way, which is difficult to 
understand, with many neologisms, but also with some affect, she talks of 
school and teacher, a wealthy father, her beautiful hair, various lovers. 
A string on her ring finger is “the finest diamond.” Her hands are 
cyanotic; pubic hair is masculine, and there is hair on her breasts, sternum, 
and face. 


CasE 2.—First admission October, 1906, age 18. Born November 22, 1888. 
It was stated that she had always been healthy, but that at final school 
examinations, 1904, had complained of being “nervous.” “She has not been 
the same girl since she was 16 (1904), but was always very bright and 
smart and talked more than other people.” In August, 1906, after working 
at one place for a year, she left without reason. Had worked again for 
two weeks when, October 8, 1906, she disappeared for 10 days. When found 
on the street was nervous and upset, and was sent to a private institution 
for 5 weeks. Improved, returned home and to work. 

Second admission March, 1907. Had worked until February, when be- 
came restless, spoke of leaving home, and a few days later disappeared. 
Later went to the home of her uncle, accompanied by her lover. On being 
returned to her family she became excited and was committed. Wrote to 
the judge saying that her lover had forced her to go with him by threaten- 
ing to shoot her, that he had drugged and seduced her on October 8, 1906, 
and had forced her to live in a sporting house. Was overactive, singing 
and talking loudly, distractible. Also assumed grotesque and peculiar atti- 
tudes, and when addressed stood erect, looking upward and recited Shake- 
speare in a stage-like, peculiar manner. Expressed peculiar ideas. “I 
imagine those people are after my funeral. They say some day I will be 
a dumb cow because they have taken out my heart and most of my blood 
and poured it into another woman to help her. They know my body is going 
into the body of that other woman. My mind is wandering and I shall feel 
like a lost cow. They have been washed in my blood. When I was 14 I 
saw certain nervous actions like a cow and a cat. From that time on I 
got to be very strong and now my mind is wandering.” Emotional attitude 
variable but appropriate to ideas expressed. She improved gradually. In 
July was still overactive and talkative. In August she admitted that she 
had been easily influenced by her seducer, and asked to go home and to 
work. In September she admitted that she “had temporary insanity, was 
not in a natural state.” Paroled September, 1907. Insight doubtful. 

Third admission November, 1908. After returning home had been rest- 
less, irritable, dissatisfied, and required constant watching. Talked much, 
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sometimes without meaning; tried to work, but was discharged from sev- 
eral places. Father died March, 1908, to which she was indifferent, but 
after which she could not be controlled, was much on the street, and met 
her lover often. She disapepared suddenly in May. Returned home in 
November, in a restless, uneasy state, and spoke of suicide. Was brought 
to the hospital. She was excitable, overactive, aggressive, quarrelsome, 
and made many demands. Wrote to her mother that her lover threatened 
her life and forced her to go with him to Philadelphia, where she had 
lived with him and where he had induced her to earn money as a prostitute. 
The uterus was found to be enlarged. As pregnancy advanced she remained 
in good physical condition, and continued overactive and quarrelsome. 
Said she would leave the hospital after the child was born, but expressed 
no interest in it. In February, 1909, she said that when she failed to men- 
struate in October she realized that she was pregnant, and that she had 
quarreled with her lover in November and returned home. The excitement 
gradually subsided, but she was impulsive and avoided the other patients, 
to whom she felt superior. She admitted that her lover had never threat- 
ened to shoot her or compelled her, but that she had struggled desperately 
to resist his influence. Male child born May 30. Normal labor and con- 
valescence. Improvement was now more rapid, and she soon became an 
efficient worker. She remained talkative but not irritable, and was dis- 
charged September, 1909. Manic depressive, manic. Recovered. 

Fourth admission May, 1915. She had lived quietly at home. The family 
considered her to be well. There was no history of further sexual activity. 
However, she had worked only irregularly, and had shown no further inter- 
est in her child which she allowed to remain in an orphanage. In May, 1915, 
she had a mild agitated depression and spent one day in the hospital, when 
her sister lost her position. 

Fifth admission November, 1915. The patient had recently lost her posi- 
tion and then became depressed, followed by excitement. On admission 
talked volubly, using many “big words.” Wanted special bath treatment, 
easily became enraged, talked freely to the doctors in a superficial way. 
No insight. Later became untidy, abusive to the nurses, displayed her 
figure to another patient, and secreted food in her clothing. In April, 1916, 
she began to improve and was able to go home in October, but continued 
to be overactive and emotionally unstable. In February, 1917, she was out 
all night at a party, but denied sexual acts. 

Sixth admission, March, 1917. Overactive and talkative; erotic in actions 
and expressions, expected to be married soon. Disturbed and assaultive 
May, 1917, to June, 1918, when she was placed with more quiet patients. 
Made peculiar remarks and spoke of feelings like electricity. Became 
rambling, childish, and seemed to be deteriorating. Then became a fairly 
good worker. Another prolonged disturbance began in July, 1921, and con- 
tinued through 1922 and 1923, marked by irritability, assaultiveness, and 
delusion formation. She was a dentist—a doctor—was in charge of the 
ward. Made reports to the doctor. Held herself aloof, was unkempt in 
appearance, and carried bits of paper in her dress. She has recently im- 
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proved (February, 1924) and is overactive, elated, playful, more tidy, and 
less delusional; but shows some peculiarities of behavior. She holds her 
coat over her mouth “to keep out germs.” “I am a drug clerk, but I am 
a patient here. I had a nervous breakdown. I diagnose my hygiene cases 
myself.” She speaks of scrubbing the womb of another patient. Is evasive, 
but says that she was married October 8, 1908; has one son, in West Point. 
No deterioration. Oriented. Several hairs on each breast and pubic hair 
semi-feminine. Features are coarse, in sharp contrast to picture taken in 


1908. 

In a few of these patients with early onset and masculine hair 
the heterosexual drive was less marked or was inhibited by an 
abnormal emotional reaction, refuge being taken in an attachment 
to one or the other patient. In these respects the sexual behavior 
difficulty was quite similar to that in some early cases of dementia 
precox. In such cases the accomplishment of heterosexual life 
seems to depend on the intensity of the emotional factor and the 
ability to overcome it as influenced by the environment. These 
features are illustrated in the following case: 


CasE 3.—/nstitute Series—First admission March, 1917, age 21. Born 
July, 1895. The patient’s father died when she was 14. The mother died 
in September, 1916, the home was broken up, and the patient immediately 
became depressed and was somewhat peculiar for about 6 months. She had 
peculiar ideas; was discharged from her position; imagined that people 
were talking about her; worried because she thought she was not good to 
her mother. She would stay in the bathroom for long periods; would not 
answer directly when questioned; and indulged in curious antics, as kissing 
the wall. Was taken, March, 1917, to a private sanitarium, where she was 
negativistic and resistive, and would stand in one position for an hour, 
pointing to the floor. She was at first extremely untidy and filthy. Was 
sometimes very talkative, then again refused to speak. She improved, went 
to live with her sister, and apparently recovered. She worked for three 
years, and was married in February, 1921. Age 25; age of husband 43. 

Second attack: During the fifth month of pregnancy, in July, 1921, she 
began to neglect her personal appearance and her housework. On meet- 
ing her friends she would cover her face and walk away. She cried often, 
and was afraid she would die in labor. She remained at home. After an 
easy labor in November she soon recovered and was apparently well for 
about five months. 

Third attack: In April or May, 1922, she again began to neglect herself 
and her housework; had long periods of inactivity, often standing by the 
window; was afraid she was pregnant again. In June she thought she 
should spank the baby at regular intervals, and gradually developed antago- 
nism toward it. Was sent to a sanitarium for a few weeks, and improved. 
In September she again became absorbed and stood by the window for 
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long periods, raising her skirts and putting out her tongue at persons pass- 
ing by. There was other queer behavior; she sat on the wet floor in her 
nightgown, and one night was found going about the house while nude. 
Admitted October, 1922. Institute service. At first she was overactive, 
talkative, and mildly elated. Soon began to spend much time, however, 
sitting idly in one place, away from the other patients. Although untidy in 
appearance, she used much paint and powder. Her mental content was 
constant and definite, referring to her devotion to her child. She was 
anxious to see her “beautiful child” and care for it in her “ wonderful 
home.” These expressions were accompanied, however, by a superficial and 
inappropriate emotional elation. 

Previous sexual behavior: “As long as my mother lived I was with her. 
I did not pay much attention to boys. They called her my husband. I 
was never boy crazy, always modest. The minute a fellow got personal 
and asked for a kiss I was indignant.” After the first attack she lived 
with her sister, whom she envied of her husband and children. Apparently 
with some encouragement from her sister, she decided to be married and 
began to go out socially. She met several men but was not happy. She 
finally married a man much older than herself. She allowed him to kiss 
her only after they were engaged. She had only one girl friend, “a 
platonic friendship.” Her husband stated that she had always shown a 
certain antipathy to other women. At the time of her marriage she was 
very modest and shy, and sexual relations occurred only after some days. 
Relations were then pleasant until the birth of the child. The husband 
stated that after this her desire was much less, that he frequently had 
difficulty in arousing her interest, and that she avoided discussion of sexual 
matters. 

In the psychosis there was much evidence of an attempt to compensate 
for her feeling of sexual inferiority and for her inadequate behavior. In 
her play as a child she had always been the mother, and was always fond 
of small children. She always wanted children of her own and still wants 
to have two or three if her husband will consent. Said she was never 
properly instructed about sex matters and how to behave with boys. She 
talked at every opportunity of her beautiful child and her devotion to it. 

After two months she was paroled and gradually improved. She has 
continued to display a shallow emotional elation, with overactive, inade- 
quate, and rather childish behavior. She has only partial insight, and con- 
tinues to overcompensate for her sexual inadequacy. “The baby is my 
whole life, I love her so dearly. It is the animal instinct to love your own. 
I never leave her alone. She is my whole pride. I only wish I could have 
another child.” 

Physical findings: Small stature, ovarian type of fat distribution, pubic 
hair of masculine distribution but not very heavy growth, several hairs on 
the left breast, abundant growth on legs, and some on lip and chin. 


The clinical classification of these atypical cases is a matter of 
viewpoint and opinion, and presents practical difficulties which 
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have been stated. The object here is merely to point out that 
they resemble dementia preecox in their sexual behavior, as well 
as in some other respects. Many of the patients in this group have 
been seclusive, and some have shown definite changes of personality 
at puberty, or after the first attack. (Case 1.) Others have been 
of the superficial, silly type, which is to be differentiated from 
the true manic. The malignant significance of this type has been 
pointed out by Kirby. Cases presenting either of these malignant 
personality types might very well be classed as constitutional psy- 
chopathic personality, with psychotic episode of a manic-depres- 
sive or schizophrenic character. 


TABLE 4. 
MASCULINE Hair IN RELATION TO PrRoGNOSIS. MANIC-DEPRESSIVE. 


With | Without 
| masculine masculine 


hair. | hair. 
Number patients with 5 or more attacks............. 12 | 22 
In hospital* over 4 years since last admission....... ‘| 6 | I 
In hospital less than 2 years since last admission... | 4 | 17 
Paroled from hospital since last admission..........) re) 8 
Number of patients with 8 or more attacks..........| o | 8 


* This table was made in December, 1923. 


The unfavorable significance of the masculine types of hair 
growth here described is shown by the relation of their occurrence 
to prognosis. In the first place, the number of patients with this 
masculine hair was reduced almost to normal by the elimination 
of those who had not recovered from two or more attacks. Case 
I is typical of these. In the second place, there was considerable 
evidence to show that in those who did recover from two or more 
attacks the attacks were more prolonged, presenting more malig- 
nant and chronic features, and ultimate recovery was much less 
likely. This is shown in Table 4 and Case 2. 

Biological Interpretation.—It is of biological significance in this 
group of cases, as in dementia przcox, that the character of the 
sexual behavior bears a close relation to the occurrence and degree 
of development of masculine hair and also to the age of onset of 
the psychosis ; that a close relationship exists between these three 
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factors. It has been shown that this masculine hair appears soon 
after puberty, that it occurs with a maximum frequency in patients 
first admitted when between 20 and 24 years of age, and that it 
occurs four to five times more frequently in patients with dementia 
przcox than in normal controls. 

These findings and those previously reported for dementia 
precox indicate the presence of an intersexuality or biologic bi- 
sexuality, in which the masculine factor, if the growth process 
continues active, seems to reach a maximum development at about 
20 to 24 years of age. This is the age at which the sexual behavior 
disturbance most often comes to a crisis, and is also the age at 
which the greatest number of first admissions of dementia praecox 
and allied psychoses occur. It is in these patients in whom bisexual 
differentiation has taken place and the masculine factor attained a 
maximum development, that homosexual manifestations seem to 
have been most frequent and overt. The degree of development 
and functional capacity of the feminine factor, both physiological 
and psychological seems to vary considerably in these patients and 
apparently in an inverse ratio to the development of the masculine 
factor. Some evidence has been presented that the character of the 
sexual behavior bears a rather close relation to the degree of 
development of masculine hair. The most typically bisexual 
behavior seems to occur in those patients in whom the masculine 
factor is not so intense. It seems quite possible that the presence of 
a certain degree of masculinity may account for the sexual drive 
which some of the patients present, with the resulting illicit rela- 
tions.” Whether the behavior is heterosexual or homosexual seems 
to be determined partly by the intensity of the masculine factor, 
partly by the emotional reaction, and partly by the environment. 
As these patients grow older the ovarian or feminine function fails, 
with the masculine element gaining the ascendency. This latter 
phenomenon is recognized in biology, notably in birds, and to 
a certain degree in many women. 


* Claude, H.: Formes Frustes du Virilism Dit Surrénal. L’Encephale. 
16: 491. November, 1921. A lively and flippant girl indulged in sex acts 
and fancies from 7 to 11 years of age, when the pubic hair and menses 
appeared and she became seclusive and psychopathic. Another change oc- 
curred at 18, when the growth of hair on face, breasts, and legs was asso- 
ciated with a desire to be free, an attraction toward the opposite sex, 
much obscene talk and reading, and ideas of persecution and grandeur. 
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On the other hand, in certain cases, which are usually frank 
dementia przcox with the onset in close relation to puberty, sexual 
development and physical maturity seems to have been arrested 
by a disturbance in the growth process. These patients present 
sexual immaturity rather than bisexual differentiation. The uterus 
and breasts are small, and the body contour and face are those of 
a child. This infantilism shows a marked tendency to persist. But 
if any further development occurs the latent intersexuality becomes 
manifest. Two cases of pituitary distrophy in males have been 
observed in which development of the testes was accomplished by 
the appearance of certain feminine features and homosexual beha- 
vior, after growth had apparently been stimulated by pituitary 
feeding. 

The observations reported in this paper and in previous papers 
on constitutional factors in dementia precox show quite clearly 
that the ontogenetic or age factor must be considered in any bio- 
logical interpretation of the significance of physical types in rela- 
tion to psychological or personality types and corresponding psy- 
chotic reactions,’ as well as in the interpretation of any ana- 
tomical * * or functional findings. This ontogenetic factor is not 
so much a matter of years as of biologic age. These phases and 
phasic disturbances in the biologic evolution of the organism involve 
endocrine function and metabolism." The extragonadal factors 
in sex differentiation have been clearly discussed by Belfield * and 
also by Walker. “ The development of secondary sex characters 
can no longer be regarded as resulting simply from the action on 
the tissues of a hormone elaborated in the gonads.”* In view 


*Kretschmar, Ernst: Korperbau und Character. Springer, Berlin, 1922. 

“Davenport, Chas. B.: Body-build and its Inheritance. Pub. No. 329: 
Carnegie Institution of Washington, Dec., 1923. 

*Draper, George, Dunn, H. L., and Seegal, E.: Studies in Human 
Constitution. Jour. of A. M. A. 82:431: (Feb. 9) 1924. 

*For detailed reviews on the relation of internal secretions and other 
metabolic factors to sex determination and differentiation see, Marshall, 
F. H. A.: The Physiology of Reproduction. Longmans, Green & Co., 
1922: The Internal Secretions of the Reproductive Organs. Physiological 
Reviews. 3: 335. July, 1923. 

* Belfield, Wm. T.: Some phases of Rejuvenation. Jr. Am. Med. Assn. 
82: 1237. (April 19) 1924. 

*Walker, Kenneth M.: The Internal Secretion of the Testis. Lancet. 
206. 16, Jan. 5, 1924. 
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of the close relation between the adrenal cortex and masculine 
secondary sexual hair, it seems quite possible that a sex difference 
may be found in the cortex in patients with dementia precox, 
especially in those with the onset before 25 or 30 years of age. 
That the pituitary and thyroid are involved in the early phases of 
the underlying disturbance is strongly indicated by the frequency 
with which patients having the onset of dementia przcox before and 
at puberty show evidence of disturbances in the function of these 
glands. 
SUMMARY. 


I. Observations are reported on 107 patients with recovery 
from two or more attacks. 

2. Masculine pubic hair and mammary hair occurred with much 
less frequency in these patients than in those with dementia precox, 
and with only a slightly greater frequency than in non-psychotic 
pregnant women. 

3. In certain cases a close relation was found to exist between 
the character and adequacy of the previous sexual behavior, the 
age of onset of the psychosis, and the occurrence of these mascu- 
line types of hair growth. 

4. Correlation of these three factors with the clinical picture 
on admission and the subsequent course after months or years 
in the hospital, and comparison with similar observations in 
dementia precox, seems to warrant the following conclusion: 
That in female patients with psychotic reactions having certain 
benign aspects, usually resembling manic excitement, a history of 
inadequate or peculiar sexual behavior, and often of illicit inter- 
course, together with early onset of the psychosis and the presence 
of masculine hair, indicates a malignant process and unfavorable 
outcome. Many such patients fail to recover from the first or 
second attack and follow a malignant course which cannot be 
differentiated from dementia praecox. Others follow an atypical 
course, with prolonged attacks and final chronicity, without very 
marked deterioration. Three illustrative cases are reported. 

5. The biological significance of the findings is discussed. 

6. Statistics on the number of attacks of manic-depressive psy- 
chosis are misleading when recovery from the first and subsequent 
attacks is not shown. 


4 
' 


A CASE OF MANIC-DEPRESSIVE REACTION WITH 
PSYCHIC IMPOTENCE. 


By OSWALD H. BOLTZ, M.D., 
Senior Assistant Physician, Manhattan State Hospital, 
Ward’s Island, N. Y. 


That during the course of the manic-depressive psychosis, a 
patient will enunciate fragments of his stream of thought, which 
possess direct, or indirect, symbolic relationship to the under- 
lying psychic conflicts instrumental in the precipitation of the 
mental disorder, has long been recognized by some observers: 
Brill, Abraham, MacCurdy, Jones, Kempf and Maeder. Their 
cases were studied from the psycho-analytic view-point and with 
regard to Freudian precepts. In so far as the psyche is concerned, 
we feel that this method offers the only rational means, now at 
our disposal, for the approach to and comprehension of mental 
cases. And furthermore, the psychology of children and primitives, 
with its uncertain separation of phantasy and reality, substantiates 
pretty well the psychological principles of Freud as applied to 
mental disorders. To the primitive, the child, and the psychotic, 
the thought and conception can mean as much as the act, the 
word as much as the object, and the subjective imitation as much 
as the actual process. 

Brill’s case* concerned a woman, subject to periodic depression 
occurring with a certain Jewish holiday set aside for fast and 
confession. The basis of the depression was a repressed sexual 
situation to which the woman was exposed in the absence of her 
husband. Elucidation of the disagreeable ideas, which brought 
about the depression, ushered in prompt recovery. 

Maeder’s case* of melancholic depression, in addition to com- 
plexes against his wife toward whom he was impotent, had 
repressed homosexual tendencies. He satisfied his sexual tensions 
through masturbation. 

MacCurdy’s case * was twice married ; he was divorced from his 
first wife, and did not get along well with his second. There was a 
failing of sexual potency, mother fixation, and identification of 
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wife with his mother. At the onset of the psychosis, the patient 
would order things without paying. This case has certain things 
in common with the case to be reported. 

In Abraham’s cases,* the mental disorder proper followed when 
the decision of the patient as regards the future disposal of his 
libido had to be definitive. He agrees with the Freudian view 
that depression sets in when the patient gives up his love object 
as a result of fiasco and dissatisfaction. Such a person considers 
himself incapable of love and feels forsaken ; therefore, he despairs 
of life and the future. In the origin of the depressive psychoses, 
a process which is familiar to us in the psychogenesis of other 
mental disorders and known under the name of projection is 
united to the process of repression. Abraham states that psycho- 
analysis lets us recognize with certainty that both the manic and 
the depressed phase of the circular disorders are under the 
dominion of the same complexes. The difference is only the adjust- 
ment of the patient to the same complex. In the depressive phase, 
he allows himself to be weighed down by the complex and sees 
no way out of his misery but death; in the manic state, however, 
he makes light of them. The sadistic element mentioned in Abra- 
ham’s paper was not prominent in the case to be reported, but I 
have seen cases where that element was exceedingly apparent. 

The case about to be described is that of a young American, 
Mr. S., who, as a result of complications arising from a love affair, 
developed psychic impotence and then a severe depression followed 
by hypo-mania. He is 24 years old. The maternal side of his 
family is psychopathic. A maternal grandmother reacted to a 
financial reverse with an attack of excitement ; his mother—a cyclo- 
thymic type—developed a psychosis with manic-like symptoms 
when she realized that her son was a failure in business; two 
maternal cousins were insane. 

The patient’s early life, so far as could be ascertained, was 
uneventful; except for a tendency to be very obstinate and sensi- 
tive, his disposition as a child was good. He made good progress 
in school, and at 16 finished high school. While there, he developed 
no strong friendships. Among his teachers were none who inter- 
ested him; none whom he could regard as an ideal. 

After leaving school, S. found employment in an automobile 
repair shop, where he learned his trade of automobile mechanic. 
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He was a good, steady, reliable man. Later, he became the manager 
of an automobile agency, where expensive cars were sold. S. was 
sociable; he had many friends, and liked all manner of social 
activity. He was inclined to be somewhat overactive, restless and 
stubborn. He would frequently be subject to periods of depression. 
He liked to dress and live well; was fond of music and the theatre. 
S. was popular with everyone. His taste for literature was con- 
fined to books of science, romance, humorous novels, detective 
stories and the daily press. 

The patient’s sexual life shows a few irregularities. Mastur- 
bation began in his thirteenth year, and was practiced rather fre- 
quently up to three years ago, when he first experienced hetero- 
sexual relations. But even then, he masturbated at times. S. calls 
himself “ sexually negative,” and thinks he never cared much for 
women. He is single. At 21, the patient experienced his first coitus ; 
this was with Miss R., with whom he cohabited on five different 
occasions. At the defloration, he behaved so shamefully that when 
Miss R. visited him during the depressed phase of the psychosis, 
he displayed repentence for his conduct, and expressed a feeling 
that he was not fit to come in contact with anyone. 

Shortly after Miss R. offered her love to Mr. S., he met a young 
woman, Mrs. W., who was unhappily married. She was the 
aggressor, and after a four months’ friendship gave herself to him. 
All interest for Miss R. speedily vanished. Mrs. W. assumed the 
initiative ; but for this attitude on her part, S. would have lacked 
the requisite courage to accomplish a seduction. Clandestine rela- 
tions took place three times a week in an automobile. Affairs pro- 
gressed smoothly for about ten months; the patient grew to love 
this woman, and expressed a desire to marry her. Mr. W. sus- 
pected the infidelity of his wife, and began divorce proceedings. 
About this time, the patient thought that he was indulging in coitus 
too frequently, which, as I said, occurred three times a week. 
He soon began to suffer from ejaculatio precox sine erectione. 
For this, he was frequently reprimanded by his mistress, whom 
he was unable to gratify. She nagged him a good deal—an inter- 
esting point in the psychology of the shrew. He began to worry 
and brood over previous masturbation. That he would lose his 
manhood seemed certain to him; it worried him. As a boy, he 
once read in a doctor book that masturbation affected the brain. 
He was now being punished for previous iniquities. He imagined 
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that coitus thrice a week was excessive, and would cause impotence. 
A short time before the development of these symptoms, Mrs. W. 
had come to live in his home. He was always in a position to know 
of her whereabouts. About this time, she looked up one of her 
former male friends. S. suspected her of infidelity, and was afraid 
she might abandon him altogether. 

After two months of impotence, he then developed a severe 
depression, which lasted for nearly five months; it occurred after 
12 months of clandestine relationship with Mrs. W., whom he 
seemed anxious to marry, provided she consent to live with him 
and his mother in the family home. Mrs. W., however, would 
not agree to this, and postponed the wedding until he could 
provide a home, and show evidence of financial stability. S. 
worried about himself and was unable to sleep at night. Nothing 
seemed to go right. He lost all ambition and interest for work. 
Inconsequential matters annoyed him. He became very stingy. 
Previously he attended the theatres twice a week, and now lost 
all interest for them. Most of the time, he wanted to remain at 
home, and did not care to see anyone. He had frequent crying 
spells, and wanted to kill himself. When a street car went by, he 
imagined his head under its wheels. One day he almost rode to 
Lake R: , a distance of 28 miles, to jump in and end his misery. 
Without apparent reason, he worried a good deal about his teeth. 
He frequently looked in the mirror at his mouth and teeth. He 
experienced difficulty in thinking. He constantly wrung his hands, 
and was agitated. There were feelings of insufficiency and self- 
accusation. He blamed himself for his conduct toward Miss R.., 
and when she visited him, said he was not fit to be touched by her. 

The depressive phase was followed by a period of hypo-mania, 
which lasted about 10 months. He was elated, talkative, over- 
active, boastful, extravagant, and boisterous. He assumed a mil- 
lionaire’s attitude, and plunged into a grandiose, impossible busi- 
ness venture. S. thought it was the bank’s duty to finance any of 
his business schemes. He maintained rooms in three different hotels. 
Finally S. began to write out checks without credit in the bank. 
During the depression, he was niggardly; but in the period of 
excitement, he became most prodigal. 

In due time, S. was arrested for being unable to pay a taxi bill. 
His behavior was such that the judge considered observation, as 
to his sanity, advisable. He was committed to a state hospital from 
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which he escaped after four months. He then wandered about a 
good deal, and occasionally saw Mrs. W., who now promised to 
marry him, if he had a few hundred dollars. According to his own 
statement, he was again able to perform coitus. As I have said 
above, he obtained money by writing out valueless checks, and 
gave them as pay for articles received. For this, he was arrested 
and sent to the Tombs on a charge of grand larceny; the judge 
appointed a commission to ascertain his sanity; they considered 
him in need of hospital care, and sent him to the Manhattan State 
Hospital. 

On admission to this hospital, he was quiet, tractable, and co- 
operative. During the interview, he co-operated well, and seemed 
anxious to discover the cause of his trouble. On the wards, he 
displayed no abnormal behavior, and was a good, industrious 
patient. His stream of mental activity was coherent and relevant. 
He evidenced no especial emotional display, and said he was fairly 
contented and happy. No trends were elicited. There were no 
defect symptoms. On admission, his mental condition had prac- 
tically reached its normal level, so that the above account of his 
psychosis is retrospective and was obtained from the patient and 
his relatives. His physical condition was good. 

In order to understand the interpretation of the case, it is 
necessary to consider a few preliminary remarks on the symbolism 
of teeth. Without apparent reason the patient complained a good 
deal about his teeth. In the study of psychotic cases, one is apt to 
neglect the valuation of such casual productions. They are fre- 
quently a projection of the patient’s inner conflicts, and as such are 
of great assistance in ferreting out psychic complexes. 

The réle played by teeth in the symbolic expression of psychic 
conflict is well known. Freud states: 

The meaning of tooth extraction dreams, of which I had abundant oppor- 
tunity to analyze, was for a long time unclear to me, because to my surprise 
their interpretation regularly produced too great resistance. Finally, over- 
whelming evidence left no doubt that onanistic lust, during puberty, was 
the driving force behind such dreams.’ 

Isadore H. Coriat of Boston, Mass., writes: 


One knows through the psycho-analysis of dreams that dentist dreams 
symbolize the act of masturbation. That such dreams can also represent 
a wish for sexual potence or symbolize a childish birth phantasy, is less 
well known. 
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A. A. Brill in a private communication told me about a certain 
physician who had gone to various dentists both here and abroad 
with dental complaints. Nothing could be found. Finally he con- 
sulted one in Geneva, and was advised to see Dr. Brill who found 
certain sexual incompatibilities between the patient and his wife. 
Later on, the patient killed himself. 

Among primitives, the teeth are closely associated with ideas 
of fertilization and reincarnation; they are considered a vital 
part of man. 


In the Gnanji (Central Australia) the extracted tooth is buried by the 
man or woman’s mother beside a pool, for the purpose of stopping the 
rain, and increasing the number of water lilies that grow in the pool. Thus 
the same fertilizing virtue is ascribed to the tooth which is attributed to 
the fore-skin severed at circumcision and the blood drawn at subincision. It 
seems probable that among the Cape York natives the custom of knocking 
out the tooth is closely associated with a theory of reincarnation. The 
knocking out of teeth is the principal ceremony of initiation among the 
tribes of Eastern and Southern Australia, and it is often practiced though 
not as an initiatory rite by the Central natives with whom the essential 
rites of initiation are circumcision and subincision. On the hypothesis here 
suggested, we should expect to find the tooth regarded as a vital part 
of the man which was sacrificed to ensure another life for him after death. 
The durability of the teeth, compared with the corruptible nature of the 
greater part of the body, might be a sufficient reason with a savage philoso- 
pher for choosing this portion of the corporeal frame on which to join his 
hope of immortality. The evidence at our disposal certainly does not suffice 
to establish this explanation of the rite; but there are some facts which seem 
to point in that direction. In the first place, the extracted tooth is supposed 
to remain in sympathetic connection with the man from whom it has been 
removed and if proper care is not taken of it, he may fall ill." 


A consideration of the above immediately suggests analogy 
between teeth and semen. The latter is likewise concerned with 
fertilization and reincarnation (in the sense of heredity), and 
among the laity is known as a “ vital fluid.” 

The analogy between tooth extraction and masturbation is quite 
apparent, because in the former instance, we also lose a vital 
fluid, to wit, the blood. In dreams, this similarity is utilized by 
the mechanism of displacement from below to above. And fur- 
thermore, blood is tabooed among primitives, because life or the 
spirit is supposed to reside there. In the psychology of the un- 
conscious, as for primitive man, similar things are considered 
identical. 
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That element, which causes the mind to automatically use such 
analogy in symbolic expression, is the primitive psyche, which it 
resembles, and from which has evolved the psyche of civilized 
man, 


Wherever anatomical facts do not as yet help us in classification, evolu- 
tion is pre-eminently the best empirical basis for studying the real structural 
constituents of the psyche. To this end, we have at our disposal ontogeneti- 
cally the psychology of the child, and phylogenetically, folk psychology 
especially the psychology of primitive races, and then the psychology of 
animals.* 


The general essence of primitive thought among varieties of 
homo sapiens is impressively similar. Practically all primitives 
trace their ancestry to animals. In that respect, perhaps, they 
were more enlightened than many civilized persons today. Note 
the resemblance between the totems and the deities of ancient 
Egypt and India. Early communication of ideas was by means 
of gestures, then dramatically with pictures as in dreams, and 
finally by combinations of specific symbols. Gestures that refer to 
specific concrete objects are frequently so similar that many of 
the signs employed by the gesture language of deaf mutes of 
Europe may be found among the Dakota Indians. It is remarkable 
that even among diverse races, symbols are often alike, e. g., the 
“ swastika’ was known to both ancient Greeks and the North 
American Indians. 

Since we have all evolved from a primitive psyche, and dream 
psychology makes us cognizant of its potency even today, then 
symbols of profounder, basic emotional value must be more or 
less alike among the peoples of the earth. 

In primitive communities, one finds that customs, religious 
ceremony, and superstitions are essentially pretty much alike. 
Even today rudiments of the same can be found in civilized com- 
munities, to wit, the priest—altar religions of modern times. Why 
should one expect dream symbols to be much different among 
diverse peoples? They represent primitive expression of ideas, 
and are generally alike in the sense that all headgear, clothes, 
and foot-gear are essentially similar the world over. Languages, 
the modern vehicle for the symbolic expression of ideas and 
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thought, have also a striking essential relationship. To quote 
from H. G. Wells: 


One great group of languages, for example, now covers nearly all Europe 
and stretches out to India; it includes English, French, German, Spanish, 
Italian, Greek, Russian, Armenian, Persian and various Indian tongues. It is 
called the Indo-European or Aryan family. The same fundamental roots, 
the same grammatical ideas, are traceable through all this family. These 
languages are not different things, they are variations of one thing. The 
people who use these languages think in the same way.’ 

Hence, we may now understand more fully why our case can 
express his sexual conflicts in terms which are symbolically familiar 
to analysts in other countries. 

Since the case at hand suffered at one time from psychic 
impotence, a few remarks on that score will not be amiss. Physi- 
cians, who have had opportunity to analyze and study their 
patients scientifically, are of the opinion that impotence is largely 
a matter of psychic inhibition. And furthermore, when com- 
pared to the large majority of cases suffering from the psychic 
type, organic impotence is a rarity. There are many men, for 
example, whose attitude toward prostitutes is one of fear of 
infection and disgust ; with such woman, they are always impotent. 
With other women, however, their potence is magnificent. Uncon- 
scious inhibitions are much more serious and appear to be deter- 
mined by such things as infantile fixations, perverse desires, or 
an unsuitable love object. Cases of this sort are quite prone to 
attribute their condition to masturbation. Apropos this question, 
Stekel, who has written a volume on impotence, supplied with 
ample case material, concluded : 

Masturbation is never the cause of impotence. Many masturbators are 
impotent because they do not find satisfaction in normal coitus. Here, 
masturbation replaces a perverse act by virtue of the accompanying 
phantasies. It is indisputable that many masturbators are impotent. That 
does not come from masturbation; but because they are masked perverts, 
persons whose sexual object is not woman, or who seek some other form 
of gratification, which is subject to veto—masochists, sadists, urolagnists, 
lust-murderers, homosexuals, etc.” 


The capacity for erection in man normally begins on the day of 
birth, and is extinguished with death. The high water mark of 
masculine potence is not dependent upon age ; but upon the sexual 
object placed at its disposal. All those persons who suffer from 
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psychic impotence are under the domination of inhibitions. The 
“IT cannot” of the impotent man is really his imperative inner 
voice saying: “J desire not.” 

When I first saw the patient he said nothing about his sexual 
difficulties. He had not previously revealed them to any one, 
and could one expect him to? Psychotics, like normal persons, 
appreciate quite fully with what lack of understanding their 
terrific sexual conflicts would be received by their fellow men. 
Hence, they are not prone to twaddle them promiscuously to every 
curious investigator. That is why research of the Freudian type 
is essential. That is why those who do not employ it get nowhere. 
It was only from the projection mechanisms enunciated at the first 
interview that I obtained a clue to his difficulties, which were then 
readily confirmed. I requested an account of his “ nervous break- 
down” and received the following information: “I was working 
on an automobile. Things did not seem to go right, and kept me 
awake all night. I worried about myself, and lost interest and 
ambition for work. I wanted to give away all my tools, which I 
had prized quite a bit.” 

Here we have projection mechanisms which suggest impotence. 
The remarks about giving away all his tools during the depression 
is a projection of his impotence into the mechanical. 

Mr. S. continues to describe himself: “I worried over what 
would happen to the family, if something should happen to my 
father. Inconsequential matters seemed to bother me. My car 
just broke down previously (another suggestion of impotence). 
I became depressed, and wanted to stay indoors. Previously I 
went to theatres twice a week. I then lost all interest for them. 
I had crying spells and wanted to kill myself. When a car went 
by, I imagined my head under its wheels. I worried about losing 
my manhood. Previously I had gone to a dentist but he did not 
accomplish much. I went several times to the dentist’s chair; but 
could not go through with it. I seemed to worry without reason 
about the root of a broken tooth, which had to be extracted ; it did 
not pain me at the time, and has been all right ever since. I feared 
and dreaded to have it pulled. I was disgusted because he did not 
fill it, and I had to go so often. I had to go to the dentist once a 
week ; had to get fixed up; worried about wearing out my suits. I 
knew he would have a hard time to take the root out, and that is 
just what he had to do.” 
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These remarks were entirely spontaneous and struck me at 
once as being connected with strong emotional conflicts. His 
whole story is a narration of certain mechanical difficulties, worry 
about his teeth, and depression; it is full of productions which 
suggest impotence. The above remarks during the psychosis repre- 
sented a projection outward of inner conflicts. 

As we know from dream psychology, tooth extraction sym- 
bolizes masturbation. I at once suspected that during the depres- 
sion the patient was dominated by strong conflicts over previous 
onanistic habits. My suspicions were confirmed. Later in the 
course of his depression, he told his parents about masturbation. 
Close study and interrogation show quite nicely the sequence in 
which these conflicts over masturbation gradually came to the 
surface ; first in symbolic form, expressed as worry about his teeth ; 
and, finally, a frank admission to his parents. 

“Did you worry about your teeth before telling your parents 
about masturbation ?” 

“Yes, I did. I did not want to go to a doctor at first, as they 
suggested, because I thought he would find out I had masturbated. 
When I came home from the dentist I kept looking at my mouth in 
the mirror.” (Projection of masturbation conflicts. ) 

“Would you look in the mirror after you had masturbated?” 

“ Yes, when I was younger, I used to look in the mirror for dark 
lines under my eyes. I thought that was a sign by which people 
could tell what I was doing.” : 

The patient said that he seemed to suffer a loss of memory, 
which he attributed to the effects of masturbation on the brain. 
As a boy, he had read something like that in a doctor book. During 
his depression, he experienced difficulty in recollection and cere- 
bration, which was due to his state of psychic retardation, a com- 
mon accompaniment of severe depression. It illustrates also how 
easily the human mind can be lured into accepting, and allowing 
the medico-religious hocus-pocus of certain types of literature on 
sex hygiene to bring him into the quagmire of unnecessary mental 
agony. 

Mr. S. also blamed his impotence on masturbation—another 
example of the power of preconceived notions. As a matter of 
fact, we will later see that it was really due to unconscious, or, 
vaguely recognized psychic inhibitions, which received their 
impetus from an essential desire to escape marriage. 
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We can appreciate how impotence may cast a shadow over a 
man’s whole personality ; he loses his aggressiveness, energy, and 
joy for doing constructive work ; he realizes the bitter reality ; you 
are not a man. Without love, life is dull; lifeless and dead—not 
worth living. 

Furthermore, the patient’s story about automobile difficulties 
shows how sexual difficulties and problems may be translated 
into the mechanical, a phenomenon commonly observed in the 
paranoid type of dementia przcox. 

Then followed the manic phase. S. started on an impossible 
business venture as an agent for a certain automobile company. 
His hypo-manic state did not lack aggressiveness ; he filled all the 
requirements of “pep” and a “live wire” man. His relatives 
realized that he was inexperienced, yet he obtained a loan of nearly 
$1000 from the bank, hired a manager, stenographers, and several 
repair men. There were only sufficient funds to carry his business 
a month. He did not attend strictly to business; violated his con- 
tract ; accumulated debts ; and finally signed checks without funds 
in the bank. He admits that it was wrong to write checks without 
credit, he expected people to overlook it, because of his sterling 
character ; he planned to make them good as time went on. 

At the beginning of the analysis, the patient stated that he never 
dreamed; but in a few weeks his resistance became less, and 
he recalled several dreams which were previously considered 
forgotten. 

Dream 1.—“I went to New York City with my mother, and 
every time I passed a policeman, I was afraid he was going to 
arrest me. I turned to see if the police were coming. We went 
up a steep mountain, and I was almost on the top when the police- 
man caught me. He said, ‘I want you.’ I said, ‘ I’m not wanted, 
I’m on parole, we'll call up Mike at the Tombs, and find out if I’m 
wanted.’ ”’ 

The word “ mountain” provoked the following erotic associa- 
tions: 

“Five or six years ago, while father was away, grandmother, 
mother, and I were out in the car; it was terribly stormy; the 
path was narrow. Mother said how nicely I drove the car on the 
mountain road. Everything was dark. I had to drive on low gear 
for five miles.” 
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“Four years ago mother and I took a trip to Canada in a car, 
mother was pregnant then, and I didn’t know it.” 

“ A year before, I made a trip to Canada with Mr. and Mrs. H. 
We slept on the mountain that night. Mrs. H. (a mother imago) 
and I sat on the back seat, she put her arm around me, and 
kissed me.” 

“Did you like Mrs. H?” 

“Yes, I did. But for my affection toward her husband, I would 
have gone to the limit.” 

“On the return from this trip, on the night boat from Albany, 
Mrs. H. came in her nightgown to my berth, and kissed me good- 
night. When we got home and her husband was away, we lay on 
the sofa and ‘ mushed it up’ a little. She said I was very pas- 
sionate, and ought to get a single girl.” 

Mr. S. admitted that throughout his life he had slept with his 
mother on a good many occasions—a situation only too frequently 
seen among psychotics. He had ample opportunity to view her 
naked body. Would anyone deny that there must have been at 
least some erotic suppression on S.’s part? The above lends itself 
to rather easy interpretation. It represents sexual desire for the 
mother, or, perhaps, even coitus with her. The policeman repre- 
sents his conscience, law, order, authority, and his father. The 
erotic value of the word mountain is determined by its libidinous 
associations. 

Dream 2.—“ I was crawling around a ledge underneath a win- 
dow above a street, and seemed to be running from a policeman. 
A woman in the window beckoned for me to come. I think I went 
in. I had a pollution.” 

“Did you recognize the woman?” 

“No; but she seemed to be partly naked. I remember sitting 
at a window one time with Mrs. W.” 

“What associations come to you as you picture the woman at 
the window?” 

“Our neighbor, Mrs. H. (mother imago), next door, who is 
married ; she has a child like mother; and she was interested in 
me before the child came.” 

The mother of Mr. S. is a buxom, well-developed, blonde woman 
about 45 years old; she has a female child about two years old. 
Mrs. H., her imago, is built the same; and has a child about the 
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age of the patient’s little sister. He expresses Mrs. H.’s age as 
follows: 

“She is two years older than Mrs. W. (who is 28), but looks 
about 15 years, I mean Io years, older.” 

That would make Mrs. H. appear about 45 years old—the age 
of his mother. 

“TI want you to picture this woman in the dream, and tell me 
what woman comes to your mind?” 

“Mrs. W., Miss R., Mrs. H., my sister . . . (hesitation). 

“What other names come to your mind?” 

“ Nothing further comes to my mind.” 

Dream 2 is another incest dream. Mrs. H. and Mrs. W. are 
both mother imagines. 

The window in Dream 2 and the suicidal attempt by drowning 
during the depressed phase suggest a desire to regress to Heaven, 
or the pre-natal state. S. often thought of wanting to die; that 
he might come back a hundred years later to see the new inventions. 

Among cases of dementia precox, in particular, one frequently 
observes a desire to return to Heaven, to walk impulsively into 
the water, to commit suicide by drowning, and a previous fear 
of water. With such cases, marked homosexual trends are also 
evident ; this combination is strikingly frequent. S. said he pre- 
ferred to commit suicide by jumping from a bridge, or a ferry. 
He has a fear of water. 

During the period of impotence, castration ideas were present : 

“T thought my masturbation had also weakened me. That is 
why I wanted to stop having intercourse. I thought I was becom- 
ing atrophied in the testicles. When I felt them, one seemed to 
be smaller than the other. I thought I was using them more 
than was right.” 

During the War, he made application for a commission in the 
Aviation Corps. On the application was something about atrophy 
of the testicles, and so he decided not to apply. 

The close relationship between the patient’s masturbation and 
incest phantasies can be found in the next spontaneous remark: 

“When mother neglected me, I masturbated, and revenged 
myself in that way.” 

“What do you phantasy when you masturbated? What names 
come to your mind?” 
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“Mrs. W. (much hesitation) ,—mother.” 

Such ideas as the above are almost conclusive evidence that 
masturbation was associated with incest phantasies. Even with 
hetero-sexual intercourse at his disposal, he would masturbate. 
Before visiting Miss R., he would masturbate to annul any desire 
for coitus—a very clever rationalization. 

There was at one time considerable antagonism between Mr. S. 
and his father, a traveling salesman. The patient always resented 
his return home, because it meant less freedom. 

About three or four years ago, S.’s mother gave birth to a 
female child. S. was jealous of the newcomer, and said she upset 
things in the family. 

During the absence of his father, he always felt it a duty to take 
care of his mother, and to see that she was entertained. He said, 
“T sort of took his place.” 

His strong craving for mother love is shown in the following 
lapsus lingue, “ My mother never gave me enough attention.” 

On another occasion, the patient said: ‘I would have gotten 
over my attack much sooner, if I had gone to the State Hospital, 
where I would not have the tender care of my mother.” 

That the patient should prefer the company of older women, 
one might have anticipated from what has already been said 
about him. At dances, he would show greater attention to older, 
more maternal women. 

Mr. S.’s definition of love and friendship indicate that his atti- 
tude toward his mother could not have been free from eroticism: 
“ Friendship is a feeling for a person with the elimination of sex. 
Love is more or less a sexual matter. I don’t think friendship 
can replace love.” 

He prefers the robust, healthy type of woman; those which he 
describes as having “ meat on them” ; his mother belongs to this 
type. 

That repressed homosexuality is present, appears certain. The 
patient has never been conscious of homosexual tendencies ; but 
considers himself somewhat different from other men, because 
he never chased women, never had strong sexual inclinations 
toward them. He said, “I’m more or less sexually negative.” No 
homosexual experiences could be elicited. Both incest dreams, 
1 and 2 above mentioned, also suggest repressed homosexuality. 
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What is more, he always enjoyed the society of women; but was 
timid and afraid of sexual intercourse; it was necessary for the 
woman to take the initiative. 

“Ever since my fifteenth year, I dream of being attacked by a 
burglar or of being pursued by a man. I always seem to wake 
up before anything happens.” Here we have conclusive evidence 
of repressed homosexuality. 

One day in the course of an interview, S. spontaneously made a 
remark which astounded me, because it suggests homosexual pro- 
jection, and, at the time was only remotely related to the subject 
under discussion. He was almost in tears. He accused Mrs. W. 
of implying homosexual relations on his part with two male 
friends, Freddie and Billie. He gives as evidence to that effect, 
a letter received from her. The following excerpt is thought to 
contain the insinuation: 


I wish you well S., hope for you; but as long as I could never make you 
be straight and honest, feel I couldn’t do it now. So try not to think of me 
as I want a reliable man, one that would live for me, and you couldn't; 
you must have your friends, and your friends are not my friends, and as 
soon as you are free, you will have to see Freddie on “ business” or will 
need Billie’s protection. If you could only get away from yourself .... 
so they mean more to you than I do, so why bother thinking about W. 


The letter refers to occasions when he did not want to see Mrs. 
W. although she requested his society ; to occasions when he would 
excuse himself with a plea of urgent business, then amuse himself 
with some other woman. 

Another letter from Mrs. W. to Mr. S. proves that she nowise 
hinted or accused him of homosexual relations; it also describes 
his attitude towards her. The woman’s extreme hatred for the 
man leaves no doubt as to her love for him; the opposite of love 
is indifference, and not hatred. This letter is as follows: 


Dear S.—Received your letter; but that is over, I can’t see where you're 
reliable as you claim to be. I never found you to be once. By your friends 
I meant girls—Miss R., J., etc. Don’t say they aren’t seeing you, you never 
could leave them alone; and I know your relations with both—then you pre- 
tend to love me. How do you get that way? I want you to forget me. I 
never could be anything to you. I want a man, not a chippy chaser, 
especially one that doesn’t stand me up while he goes to Shanley’s or kids 
me trying to convince me he is driving a man around and at the same time 
dances in Forrest Hills. I can’t haye a man like that. I simply have gotten 
tired of you, S., your abuse, your lies, your broken promises, your failing 
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every time I needed you. I’m at peace when you aren’t near me. You always 
tried to break my will, and you can’t because I’m stronger than you. There 
is too much bad in you. You put Freddie and Billie before me every time. 
Well, just because they’re through with you, you can’t creep to me now. 
I’m disgusted with you and everything. But, S., why the “hell” can’t you 
be decent? God knows I’m broke; but I don’t do what you did to get 
money. It isn’t in me to do it. It’s those things that make me hate you. 
You never protected me. You want a harem, not W. But you must have 
around three girls, and you know it. If you ever got letters mixed—maybe 
that’s why you begin them “ Dearest.” You see I can’t trust you. I don’t 
believe in you. I can’t respect you. You have got to forget I ever lived, 
because I never would marry you, never. Never once did you help me. 
Just did your damnedest to make my life miserable, took my watch, my 
ring, position from me. Just ruined my life, family, friends, children. 
Everything gone. Then you want to know why I don’t write cheer. I want 
to forget. I’m through. Can’t go on any longer. I mean it. I swear it. 


After reading the above letter no one can help but perceive 
a tremendous flaw in S.’s apparent love for Mrs. W. His whole 
conduct toward her has been amply colored with duplicity and 
imposition. Yet even now, he wants us to believe that complete 
indifference toward her is impossible. He simply cannot dismiss 
her from his mind. How paradoxical! 

Now, I purpose to give my interpretation of the case. Mrs. W. 
is nothing more than a mother imago—a symbol for the mother— 
through which he can ventilate incest phantasies. Mrs. W. satis- 
fied certain unconscious incest cravings. Morally and spiritually, he 
does not love her. Mrs. W.’s personality is incompatible with his 
moral ego—the product of good training, the religious, ethical 
side of himself. For there, she arouses shame and disgust. During 
his depression, he frequently said that he would rather die than 
marry Mrs. W., but felt obliged to marry her, because she might 
easily become a woman of the streets as a result of his relation- 
ship with her. 

Just prior to his depression, S.’s relations with Mrs. W. were 
coming to a head. You will remember that she was divorced 
from her husband; that she had come to live in his home; that 
he had promised to marry her, if she consented to live there; 
that she refused to live in the family home as a wife. About this 
time, S. began to doubt whether he ought to marry Mrs. W., 
whether he really loved her. He often wondered why her husband 
seemed anxious to rid himself of her presence, and suspected that 
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she was having intimate relations with her employer. Because 
their affair was not strictly on the level, and she was a girl of 
meagre education, he at times felt ashamed of her. Such doubts 
and suspicions simmered into an intolerable maze of mental con 
flicts. There were times when he was not sure whether he loved 
this woman or not. His mother informed him that she preferred 
Miss R. to Mrs. W. The repressed homosexual and cedipus com- 
plexes would tend to complicate any harmonious adjustment with 
the woman. They always quarreled. He admits that intercourse 
with her was never satisfactory to him. The outcome was psychic- 
impotence, and doubt as to whether he would be potent after 
marriage. Could a compromise have been more decisively reached ? 
His impotence meant: I cannot, and will not, marry you; I am 
impotent; I do not love you. His moral ego was disgusted with 
her. The unconscious, however, still held claim upon her, and was 
not to be foiled, or left unconsidered because of disgust—a thing 
it does not recognize any more than the savage or the untrained 
child. A compromise had to be found ; this was psychic-impotence ; 
and a probable regression to masturbatory incest phantasies, con- 
fusedly camouflaged in the period of depression. The “ break- 
down” probably represented a struggle between his repressed 
incest phantasies, and the taboo of the moral ego. Figuratively 
speaking, the unconscious “ affect craving ” said: “ If you abandon 
Mrs. W., my plaything, you must allow me your mother.” 

The patient’s whole affair with the woman has been a struggle 
between two opposing camps, one of which drove him toward her— 
the mother imago; while the other tried to alienate his affection 
from her—the ethical, inhibitory forces. I asked him what he 
would consider reasons for not getting married? He said: 

(1) “ My sexual instincts are not strong.” 

(2) “TI like my home too well.” 

(3) “I couldn’t live as well as at home.” 

(4) “ No money” (money is symbolic of love and semen). 

(5) “I couldn’t marry Mrs. W. in this state on account of her 
divorce.” 

In brief, what prevented him from marriage was an absence 
of love (negative sexual instinct, and no money), and a preference 
for his home and mother. 

That back of a psychic-impotence lurks a fear of marriage, 
belongs almost to the primer of psycho-therapy. 
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That during the depressive phase of our patient’s psychosis the 
inner conflict was symbolically projected outward, can be seen 
from various statements made by him at the time. His impotence 
was translated into worries about the breaking down of his auto- 
mobile (his sexual machine, the giving away of highly prized tools 
[symbolizing the uselessness of his penis (vulgarly his “ tool ”)]’ 
and an unusual fear of spending his money (poverty of love or 
libido). The masturbation conflicts were hidden in dental worries 
and a habit of looking at himself in the mirror on returning home 
from the dentist. The fear of wearing out his suits in going to the 
dentist symbolizes a fear of wearing himself out by masturbation 
(like the primitive, S. identifies his suit with himself). He also 
expressed a feeling of unfitness to be touched; this sprung from 
repentance for the way he had treated Miss R., his former mistress. 
By studying such projection mechanisms, a trained observer can 
surmise, in a measure, what conflicts are going on in his patient’s 
mind. 

The ideas of poverty, so frequent in depressive cases, can be 
explained by the well-known identification of libido and pecuniary 
wealth. So far as the patient is concerned, his libido, as it were, 
had vanished from the world, and while others with their libido 
are able to possess its objects, he lacks the necessary capital. The 
idea of poverty, then, arises from a repressed feeling of incapacity 
for love. 

In the manic phase, the picture was completely reversed in so far 
as the mental symptoms were concerned ; but the conflict remained 
about the same, except that the patient disregarded them. Instead 
of impotence and depression, we have pseudo-omnipotence and ela- 
tion. Society becomes the moral ego, as it were, the ethical force 
which prevents him from getting his love object by imposing 
certain handicaps. The valueless checks and lack of money 
symbolizes his impotence (he had no money in the bank), and 
absence of love. As you will remember, money symbolizes love. 
The emotional satisfaction which S. received from cashing these 
valueless checks may be compared with that which the klepto- 
maniac feels when he impulsively steals certain articles of small 
monetary value; but great sexual-symbolic importance, or, the 
impotent gentleman who coliects pistols and elegant canes. 
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Besides impotence, the writing of valueless checks represents a 
struggle and revenge against society. Concerning this, S. said, “I 
thought I would get even with society, for sending me to the 
state hospital, and allowing my things to be stolen.” In similar 
manner the unconscious obtained revenge from the moral ego by 
precipitating a psychic impotence. 

In the struggle between society (the projected moral ego) and 
himself (the projected instinct ego), the personality again met 
defeat ; he was arrested ; his love object was further removed; she 
now refuses to correspond with him; and he now lives out his 
incest phantasies and repressed homosexuality in dream life. 
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SCHIZOPHRENIA: ITS CONSERVATIVE AND 
MALIGNANT FEATURES. 


A PRELIMINARY COMMUNICATION.* 
By HARRY STACK SULLIVAN, M.D., 
The Sheppard and Enoch Pratt Hospital, Baltimore. 


Schizophrenia as a clinical entity continues to occupy an uncer- 
tain position. In particular, the matter of prognosis swings between 
the two poles of an absolute pessimism shown by some followers of 
Kraepelin, and a rather humble optimism reflected in several schools 
of research. The general tendency of the former is to divert from 
the so-called “ preecox ” group such cases as recover. For this pur- 
pose such conceptions as the benign stupor of Hoch, and non- 
precox catatonia, among others, have been added to our clinical 
labels. The paper of Drs. Strecker and Willey presented last year 
to the American Psychiatric Association is an illustration of these 
tendencies. The following is an attempt to show in concise form a 
little of the promising side of the matter. 

Research workers in this field have the concrete problems of 
science before them; they must collate and classify their data, 
seeking always the fundamentum divisionis. That success is at the 
end of a long path is indubitable; the length of the path has cer- 
tainly been demonstrated in the past 40 years. Striking, peculiarly 
in retrospect, is the frequency with which the workers have passed 
early from the science to the philosophy of schizophrenia. The 
attractiveness of philosophy in this most difficult of all the fields 
of human endeavor arises from much the same things that have 
evolved in rational psychology as distiguished from empirical 
psychology. Rational or metaphysical psychology consists in the 
interpretations of mental facts and phenomena in terms of meaning, 
purpose, and value. Empirical or scientific psychology, on the other 


* The abstract of a part result of the study of schizophrenic dissociation 
in progress in the Clinical Research Service of the Sheppard and Enoch 
Pratt Hospital; read at the fourteenth annual meeting of the American 
Psychopathological Association, Philadelphia, June 7, 1924. 
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hand, is occupied solely with the discovery of causal relations. The 
field of study being mind, any major tendency of scientific thought 
to pass over to philosophy must reside in the nature of mind itself. 
What seems to be the principal feature of mind which stimulates 
this generally unwitting transition? Now that the enthusiasm 
for quasi-scientific obscurantism is failing with the collapse of 
materialism in the joint fields of physics and biology, it seems 
reasonably safe to express as an answer to the question, the 
obvious fact of teleology as a characteristic of things mental. As 
McDougall has put it, “‘ Purposive activity is the most fundamental 
category of psychology.” The element of purpose, which biologists 
are beginning to invoke in the explanation of vital facts, expends 
the abstraction principle of science, and enters into the realm of 
means and ends, of meanings and purpose. In attaching the prob- 
lem of understanding and treatment of schizophrenia, the element 
of motivation seems logically fundamental to all others. As Dr. 
W. A. White has said, “ We must understand what the patient is 
trying to do.” If the element of purpose and means is eliminated 
there results sterile brain physiology, psychologization, and that type 
of hypothesis so well critized by Bergson, when he wrote of the 
theory of memory, “ Hence the strange hypothesis of recollections 
stored in the brain, which are supposed to become conscious as 
though by a miracle, and bring us back to the past by a process that 
is left unexplained.” Bertrand Russel in his “ Analysis of Mind,” 
remarks, “ The response of an organism to a given stimulus is very 
often dependent upon the past history of the organism, and not 
merely upon the stimulus and the hitherto discoverable present 
state of the organism.” This represents the epilogue of the stimu- 
lus-response psychology. The hitherto undiscovered present state 
of the organism, including its past history, is the basic phenomenal 
explanation which we subsume in the term mind. 

The observation, experimental deflection, analysis, and classifi- 
cation of the thinking and behavior phenomena of a small but 
especially suitable group of schizophrenics, a few epileptics, and 
some of those suffering milder disorders, have provided the data 
from which the notions here to be presented have fheir origin. It 
is the hope that a number of those fortunately located for such 
research may escape the restraint of neurological explanations, 
dualist bugbears, and anthropomorphic reifications, to the end that 


| 

4 

| | 


1924| HARRY STACK SULLIVAN 79 


they engage in that intimate personal observation of schizophrenic 
content and behavior which may eventuate in views which do not 
expend the universe, and do offer at least a promise in the pre- 
ventive field. 

The epistemology of this work derives from critical realism ; the 
foundations are pluralist, and the final implications will, perhaps, 
prove to be objective social idealism. Besides the uniform con- 
ceptual basis of science, three particular conceptions have been 
accepted or developed for the interpretation of data. The first is 
the postulate of the unconscious, the great contribution of Professor 
Freud.” The second is the teleogical vitalist hypothesis which has 
been subsumed in Nunn’s concept of hormic energy, intimately 
related to Jung’s libido. The third is a genetic hypothesis of mental 
structure and functions: it implies a vital sequence of experience 
(itself purely subjective, even if with objective reference), the 
related parts of which are structuralized into preconcepts,’ com- 
plexes and sentiments (partly accessible to awareness). 


*This concept, the history of which includes Leibnitz, Schopenhauer, 
Helmholtz, V. Hartmann, Herbart, Sir William Hamilton, Charcot, Ribot, 
Janet, M. Prince, and finally Freud and Jung, has been the grounds for 
perennial controversy. As usual, the contestants have fought over terms, 
not facts. Bernard Hart has given the most comprehensive exposition not 
only of the concept itself, but of its necessity. As he has shown, the 
unconscious is a “ non-phenomenal conceptual construction designed to ex- 
plain the facts of phenomenal consciousness.” J. S. Moore has reviewed 
the situation in Chapter VIII of his “ Foundations of Psychology” (Prince- 
ton University Press, 1921), which should be read by those disinclined to 
accept the concept. 

? Discontinuous events of intrauterine life which (a) follow in time 
the functional evolution of the feetal sense organs, and (b) are of such 
nature as to give rise to sense impressions, make up the material from 
which comes the first experience. Experience is used here in the sense 
of the ultimate psychical “unit.” It is purely subjective in fact, regardless 
of its known or unknown objective relation. “ Thought,” “ percept,” “ sen- 
sation,” “image,” or what-not, all are terms for particular forms of ex- 
perience. Experience is not fragmentary but an unbroken discrete sequence. 
The totality is related to the “ pure memory” concept of Bergson. Various 
relationships of the parts of the sequence lead to functional affinity and 
synergy which we imply in speaking of a mental structure. The term, 
preconcept, is used to designate such structures as arise from experience 
prior to birth; as these structures function in the form of a dynamism 
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The mental functions are derivative vectors * of the primordial 
or libidinal energy, the relative directions of which (goals) are 
determined by experience configurations—archaic, preconcepts, and 
the group of complexes and sentiments. Of the structures of the 
mind there are several of great importance. As a basis are the 
group of cosmos, time, organic-oral, organic-urethral, organic- 
striped-muscle, and the death-evil preconcepts.* Secondarily, the 
relational preconcept designated the pleasure principle. Of the 


amounting to affinity for related postnatal experience, and determine the 
formation of primal complexes of experiences—the governing unconscious 
structures fundamental in the personality. 

The analysis of clinical data, correlated to known biological events, 
leads to the identification of the following major events of intrauterine life: 
(1) The ccenesthesis—structuralized in what we term the cosmos precon- 
cept, the “ Gestalt” of mind; (2) the excretion of amniotic fluid, structura- 
lized in the urethral preconcept, the ultimate basis of “ genital localization” 
of sexual sensations; (3) the intrauterine activity of the mouth and appen- 
dages, the oral preconcept, of profound significance (vide, “ The Oral Com- 
plex”); (4) the kinesthetic preconcept, from striped-muscle activity in 
utero; (5) the beats of the circulation-pressure rhythm of fcetal and mater- 
nal circulations, structuralized as the time preconcept, the “Gestalt” of 
scientific (causal) and philosophical (logical and teleological) thinking— 
once objective reference has been developed. 

* Mental function, a kinetic matter, must be clearly distinguished from 
mental structure, a potential affair. The term “vector” is adapted from 
physics, as a purely expository term, meaning that in an energy diagram 
the activity of an innate or acquired tendency may be represented by a 
geometric line. The genetic viewpoint implies the evolution of new vectors 
(new tendencies) from the primordial root, wholly as a result of the vital 
experience and the structures of it which result from the joint interaction 
of the hormic energy and the inhering nature of the experience. 

*The term death-evil preconcept is applied to the structuralization of 
the experience arising from the inception of labor. This represents the 
interruption of a totality of satisfactory conditions, and the first experience 
of “unlust.” As such, it is the “Gestalt” of subsequent pleasure—in this 
relationship it gives rise to what has been conceptualized by Freud as the 
pleasure principle. The structure of the pleasure principle is, then, a 
secondary structure, the first in which primary psychic entities relate to 
form a structure. Functionally, however, the pleasure principle shows as a 
primal vector the direction or goal of which is the avoidance of all unlust. 
It is this latter aspect which has occupied Freud. 
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postnatal structures, the first is the oral complex,’ the subject of 
a recent communication, the kinesthetic, the urethral, the anal, and 
other complexes. Of the major systems of complexes, by far the 
most important so far as influence is concerned is that group making 
up the Ego and “ Das Es” of Freud. To this is applied the term, 
sentiment of self-regard.° This third basic postulate accentuates the 
contention that the gamut of behavior and thinking, usual or 
unusual, “ normal” or psychotic, can be explained very largely on 
the basis of the individual’s experience. It must await detailed 
treatment elsewhere. 

Schizophrenia, in the light of clinical observations, is not to be 
regarded as a primary disease such as that which one may visualize 
when mentioning dementia precox. There is no profit from pon- 
dering on an organic substratum which cannot now, or in the next 
many years, be demonstrated in the patient who comes for treat- 


* The oral complex is the profoundly unconscious structuralization which 
has its origin in the first natal activity of breathing, then in suckling, etc. 
Its importance in character formation, on the one hand, and in the inter- 
pretation of normal and abnormal psychology, on the other, has been 
neglected. 

*Of this sentiment (mental structure, part of which is readily accessible 
to awareness) Shand has written: “In all normal individuals, then, there 
is a love of something to give some order and unity to their lives; and the 
system which is found generally pre-eminent is the great principle of self- 
love or the self-regarding sentiment, analogous to the chief bodily systems 
in respect of the number of subsidiary systems which it is capable of con- 
taining . . . . and joined to this self-love in subtle and intimate ways ... . 
are a variety of disinterested sentiments. .. . . There is finally a system of 
unique importance .... which is known as ‘respect for conscience.’ . . 
Two other sentiments closely connected with one another belong to this 
same class: Self-respect, and respect for others.” McDougall, in his “ Out- 
lines of Psychology,” has discussed this sentiment and its extension, very 
capably. As he expresses it: “This is the most important of all the senti- 
ments, by reason both of its strength and the frequency and far-reaching 


nature of its operations .... the word, ‘I’ or ‘me’ grows richer in 
meaning, as he [the child] builds up a system of belief about his own 
nature. . . . This object ‘me’ thus becomes represented in the structure 


of the mind by a system of dispositions of extraordinary extent and com- 
plexity, a system also which is associated with a multitude of past events 
and objects, ....and the conative dispositions of the system, being 
brought into play so frequently, by every social contact, whether actual 
or imagined, become delicately responsive in an extraordinary degree, as 
well as very strong through much exercise... . . 
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ment. Karl Wilmanns has expressed the fact of the anatomo- 
physiological dilemma when he said, “ Many things indicate that 
the situation is still very complicated.” Professor Adolf Meyer’s 
dynamic view-point, and the work to which it supplied impetus, 
has proven vastly more cogent to the life problems of the patient. 

Jaspers has come close to the crux of the situation in his study 
of transitory schizophrenic episodes. It was his conclusion that even 
the most brief of these leads to permanent change in the personality. 
(Bornstein and Wilmanns do not agree with this, for some un- 
fathomable reason.) The important conclusion reached in the inves- 
tigations from which this paper proceeds, designates schizophrenia 
as a series of major mental events always attended by material 
changes in personality, but in itself implying nothing of deteriora- 
tion or dementia. The disorder is one in which the total experience 
of the individual is reorganized ; there is a great eruption of primi- 
tive functions—of thinking in complex-images, to use Lévy-Briihl’s 
excellent expression: and there is an at least temporarily profound 
alteration of the egoistic structures, the sentiment of self-regard. 
It is a disorder which is determined by the previous experience of 
the individual: regardless of whether it is excited by emotional 
experience (psychic traumata), by the toxemia of acute disease, 
by cranial trauma, or by alcoholic intoxication." That there is 
hereditary predisposition to the schizophrenic dissociation is fairly 
certain: just as it is possible that this hereditary predisposition to 
such a collapse of mental organization is coupled with demonstrable 
physical peculiarities, such as those engaging the attention of 
Kretschmer. But it is not the outbreak of schizophrenic content and 
behavior which bears upon the individual prognosis: is is the 


*This deviation from the classical formulation seems necessary. The 
effects of a mental disorder, immediate and remote, are the subject for 
psychiatric deliberation ; not the over-fine delineation of “ clinical entities.” 
Schizophrenic content and behavior is seen, for instance, in a proportion of 
the alcoholic psychoses; these disorders, however completely “normal” 
the thinking and behavior after recovered may seem, leave clear traces 
in the personality. Any attempt to clear away their evil consequences must 
take exactly that form which is found to be applicable to “ major” schizo- 
phrenia. The idea of restricting the term schizophrenia to disorders of 
unknown exciting cause is dogmatic. From all which, it seems to follow that 
our position is but the acceptance of the simplest hypothesis explaining 
the facts. 
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dynamics of the several regressions which seems to be of final 
importance in determining recovery, chronicity, or a dementing 
course. The emphasis here is put upon the fact that schizophrenia 
has to be recognized as a mental process, regardless of anything 
other than the individual’s behavior and thinking during the dis- 
order. When this is done, and study is made of the actual content 
and of the details of behavior, the phenomena of value in determin- 
ing unfavorable factors can be collected and classified. 

Schizophrenia as a disorder of mind shows as disordered behavior 
and thinking. The characteristics by which it is distinguished have 
not been worked out with precision. Bleuler’s formulation, for 
example, is unsatisfactory alike in its basis in the old idea-associa- 
tion psychology and in its contradictory, if not actually incoherent, 
propositions. Berg’s concept, too, is deemed inconsistent. Gruhle 
has come fairly close in his conclusion that the malady is basically a 
disturbance of motives. American and British conceptions, which 
have been reviewed so far, show either defect of physiological basis, 
or the imputation of primary role to factors either too vague for 
clinical application, or too indefinite for the differentiation of the 
disorder. The tentative conclusions from our work are that the 
primary disorder in this illness is one of mental structure ; and then 
shows as Gruhle’s disorder of motivation, in turn reflected in the 
thought content and in the purposive activity—behavior. The men-- 
tal structure is disassociated in such fashion that the disintegrated 
portions regress in function to earlier levels of mental ontology, 
without parallelism in individual depth of regression. This dis- 
parity of depths seems the essence of that which is schizophrenia, 
as distinguished from other mental disorders. Judging from our 
clinical material and from the splendid monograph of Dr. Alfred 
Storch, the depths of regression in this disorder greatly exceed that 
in other forms of mental upset; this, too, may be found to be an 
essential feature. That there is any necessity for accepting the 
notion of phyletic regression of mind structure is not proven. The 
phenomenology does not seem to expend that subsumed in the onto- 
genetic psychology already mentioned. 

The conservative features of schizophrenic dissociation have 
not been emphasized. It is but natural that a condition assumed 
to be uniformly destructive should be looked upon as completely 
malignant. Yet clinical experience points definitely to the contrary. 
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In the past seven years, there have been seen and studied a group 
of brief schizophrenic illnesses which recovered with definite favor- 
able change of personality. The majority of these had been 
diagnosed by staff conferences of various hospitals, as dementia 
precox. In a large number there had been markedly psychopathic 
traits in the childhood of the patient. Ungovernable temper, tan- 
trums, destructiveness, malicious behavior, emotional instabilities 
of high degree, excessive sensitiveness, extreme self-consciousness, 
and severe neuroses, are among the defective reaction-types 
pictured in the histories. The postpsychotic personality in these 
cases showed the disappearance or mitigation of defect, a greater 
adaptability or a greater self-satisfaction such that the stress inci- 
dent to ordinary life was much nearer the usual. An improvement 
from seclusive, self-contained, or pent-up attitude with lack of the 
ability to use available outlets for the expression of distressing 
content, to one in which the patient was relatively open and able 
frankly to discuss some of his life problems, was generally 
observed. Even in the group who came out of their psychosis with 
a decidedly paranoid adjustment to reality, there had been a change 
from an obviously ineffectual adaptation to one in which the 
social contacts of the individual caused him much less profound 
discomfort ; emotional introversion and brooding gave way to the 
less individually destructive projection of discomfort and hate. 
None of these cases is an instance of emotional or intellectual 
deterioration such that the personality was reduced below the 
average of those similarly situated in the social fabric. That each 
represented a loss of some “ superior traits” may be true, but the 
psychosis was none the less conservative, for it made subsequent 
social life possible and thereby preserved an individual who had 
not been equal to the demands of the social integration. Relapse 
into psychosis has been observed in a group, some of whom had 
undoubtedly improved in social adaptability as a result of the 
initial disorder. The subsequent psychosis has not always proven 
to be more severe than the former. In one case, in particular, the 
subsequent mental disorder was peculiarly mild, and the con- 
servative features of the process so clear cut that it will be reported 
in detail elsewhere. In this connection, it must be obvious to any- 
one, that the social milieu to which the patient has to return, has a 
great deal to do with his future. If the conservative reorganiza- 
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tion of complexes and sentiments which appears to underly a goodly 
share of the early schizophrenic phenomenology, leads the patient 
to the foreconscious belief that he can circumvent or rise above 
environmental handicaps, and this belief is the presenting feature 
of a comprehensive mental integration, his recovery proceeds. 
If no such reconstruction is accomplished the patient does not 
recover. If such a reintegration is made solely on the basis of the 
particularly favorable institutional environment, with repression 
of hopeless features of the social situation awating him outside: 
a recovery of a tenuous and unstable kind may be accomplished : 
the prospect being for prompt relapse. Relapse, which would 
appear to be more ominous than the first psychosis, if only because 
of increased discouragement, is not invariably so: in a very few 
cases, it has seemed as if the patient went into the second illness 
with fewer problems than into the first, and showed profiting by 
the former experience—a prompter and more comprehensive 
recovery. The degree of “ insight ” which the patient brings from 
his psychosis is quite generally accepted as having an important 
relation to the stability of recovery. Insight, however, is never 
perfect, and there are a large proportion of recovered or arrested 
schizophrenics who have achieved a reasonably unified personality, 
fairly adapted to the social integration, without any ability for the 
conscious formulation and expression which we generally seek as 
Jevidence of insight. 

Wherein the factors of good are contained in the frequently 
destructive process, has been the principal subject of study. From 
the start, evidence has been abundant to the effect that, while most 
schizophrenic dissociations are initially persecutory in coloring, 
and in many cases explanatory grandiose notions make their 
appearance, it is only the individual who develops somewhat logical 
beliefs in persecution, with or without grandiose notions, that 
comes under the unfavorable rubrics of the paranoid group. Of 
this section the paraphrenic of Kraepelin is typical. The point here 
is that illogical or bizarre persecutory beliefs show in subsequent 
developments not as an adjustment to reality, but as events of 
psychical reorganization as transient as the notions themselves. The 
beliefs which are rather consistent, logically, once a small group 
of false premises have been accepted, are to be viewed as unsuccess- 
ful outcome of the psychosis, and are an unfavorable omen. 
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Again from the onset of the study, before the content and 
behavior of such cases had received much attention, it appeared 
that the case showing silliness as the prevailing affect, and with 
this much manneristic activity, did not progress but deteriorated. 
Acting upon the theory of Kempf, that the hebephrenic was to 
be regarded as one in whom interests were prevailingly anal, fecal, 
urinal and sodomistic, and the cravings “ would rather remain 
infantile than strive for the responsibilities of maturity,” an 
attempt was made to determine which of a group of patients 
diagnosed as hebephrenic dementia przcox fitted this description. 
It became evident that there was in fact at least two types of con- 
tent in the general clinical group of hebephrenics. There was 
one (which is accepted as hebephrenic) in which fecal, anal, and 
urinary interests dominate the personality. In these, the man- 
nerisms were of great interest. So far, it has seemed that the 
hostile egoistic desires stirred in opposition to the perverse infantile 
cravings were the motivation of the mannerisms. This is a tentative 
conclusion. The appearance of a mannerism, as well as the time of 
its repetition, the exaggeration of its manifestations and the 
available content before its appearance and subsequent to an 
occasional disappearance, has led to the rather startling surmise 
that the mannerism is a regression to almost purely physiological 
existence of a mental content, the distinguishing nature of which 
was its conflict with the perverse adaptation. As such the hebe- 
phrenic mannerism may be a bridge from conversion phenomena 
to tics on the one hand and to epileptiform seizures, on the other. 
Further development of this subject will be undertaken in a study 
of epileptic phenomena. The point here is that the group of indi- 
viduals who lose egoistic strivings and develop mannerisms ; this 
situation being concomitant with frank excretory interests, is of 
very poor prognosis. Silliness is not a criterion, probably being 
the affect of perverse infantile behavior in contempt of external 
disapproval. 

The other class of patient found in the clinical group of hebe- 
phrenics was made up of diverse “ deteriorating ” schizophrenics in 
which conflict with the antisocial desires and with the content 
antagonistic to more adult egoistic satisfaction, had not disappeared. 
As such, the prognostic criteria seemed more favorable. Attempts 
at treatment led to the conclusion that the deterioration features 
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were due to splitting of the sentiment of self-regard in somewhat 
the fashion seen in multiple personality; so that in these shizo- 
phrenics there are a variety of partial goals of the mental life, 
instead of an integrated ego dominating or striving to dominate the 
innate and derivative tendencies. It is in this group that many of 
the “ paranoid precox” cases come to rest, for a time, on their 
course into dementia. 

Finally, there were the group where therapeutic endeavor was 
consistently encouraging. The rough clinical label of this group 
is, of course, catatonic dementia precox. (Passim, almost all initial 
schizophrenic psychoses should be considered of this category.) 
The individual whose struggles in personality reorganization takes 
this form is primarily distinguishable as one in whom there is 
neither recourse to comprehensive projection of his problems upon 
his colleagues, nor such a form of multiple splitting of the ego as 
that mentioned above in discussing the second hebephrenic group. 
Also, in contradiction to the pure hebephrenic, his psychosis does 
not represent a satisfactory adjustment with loss of egoistic striv- 
ings and perverse (antibiological) pleasure taking. Because his 
problems are not solved in these socially destructive fashions, the 
severe conflict remains unabated and the purely schizophrenic 
dissociation becomes greater in the catatonic than elsewhere. The 
regressive processes go deeper in the mental structures; and the 
functions appearing in content and behavior become lower and 
lower in the scale of psychologic ontogenesis. Thus it is here 
that we see that really marvelous demonstration (by regression) 
of the intra-uterine mind—the prenatal attitude, sometimes with 
makeshift uterine environment (tightly enwrapping blanket, dark- 
ness, wetness, etc.). Here we see the unmistakable evidence of 
prenatal experience. The certain experimental proof of ontogenic 
psychology is provided by the startlingly prompt recovery to acces- 
sibility and subsequent health which has been observed, occasion- 
ally, to follow upon a fortunately well timed interpretation of the 
behavior. 

It is imperative to note, at this point, that there is vastly more 
of harm than good to be accomplished by unstudied interpretations 
of schizophrenic phenomena, in general. The theoretical con- 
sideration which has prompted such objective interpretation in the 
regressive prenatal state is also a reflection from the ontogenic 
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viewpoint ; viz., that the patient, having reverted to the beginning 
of mind, nothing further of regression could occur; and that, 
therefore, the vital impulse might safely be directed from without 
to the end of retracing the genetic pathway to adulthood, with the 
assistance of such experience as could be directed objectively after 
study of the patient and his pre-psychotic environment. Lest this 
be misunderstood, it is emphasized that interpretations and other 
suggestions thrust upon the patient without close regard to the 
life situation from which the psychosis resulted, and painstaking 
study of indices to the actual conflicts which necessitated the 
upheaval, in themselves represent a destructive dilitantism which 
jeopardized any success which might otherwise result from the 
psychosis; and thus tend to determine an unfavorable outcome. 
Observations are plentiful which suggest that the catatonic is fre- 
quently the victim of psychological homicide unwittingly perpe- 
trated by attendant, nurse, or the psychiatrist who forgets that his 
duty is to understand and assist, not to tinker and amuse himself. 
The pernicious effects of misguided relatives and friends need not 
be emphasized, being evidenced ad nauseam, everywhere. 

To resume the theme of the catatonic phenomena and their con- 
servative features, one may refer to cogent statements encountered 
elsewhere. Jung, in his “ Psychology of Dementia Przcox,” stated 
as his conclusion that a dreamer acting his dreams would show the 
behavior of dementia precox. While his statement was far too 
inclusive, it relates directly to catatonic schizophrenia ; and requires 
for its application to the latter group of behavior phenomena, the 
proviso, only, that such behavior is of a genetically more primitive 
nature than ever appears in a remembered dream. In this connec- 
tion, reference to pavor nocturnis may be interpolated, with corre- 
lation on the one hand io infantile fear reactions, and on the other 
to anamnesic significance. Watson, in particular, emphasized the 
ease with which the primitive fear response could be elicited by 
trifling environmental changes occurring as the infant was falling 
asleep. This, as has been mentioned elsewhere, is due to ecphoria- 
tion of the death-evil preconcept by experience which is related 
to the preliminaries of birth in that it, too, represents a disturbance 
of the make-shift resumption of intrauterine “ pleasure ” which 
is constituted by infantile sleep. The future implication of night 
terrors in childhood is thus seen to reside in its demonstrating an 
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adaptation to reality so poor that the dream-handling of the child’s 
life-problems is unsuccessful to such a degree that the death-evil 
precencept is ecphoriated with the felt emotion of terror. That 
grave regressive phenomena are apt to occur later in the life of 
such an individual is the direct conclusion from the genetic view- 
point; for here we have early experience the integration of which 
is clearly unsatisfactory. A digression into the dynamics which 
determine an ultimate schizophrenia, an epilepsy, or another dis- 
order, seems unwarranted. The cogent point is that the content 
of the night terror is never conceptual or perceptual, the victim 
can give nothing to explain the fear; the content is of that inac- 
cessible character typical of prenatal and early infantile psy- 
chisms; and just such non-conceptual, non-perceptual, ultrain- 
fantile content is the analogue in dream of the content expressed 
in typical catatonic schizophrenia. This is the proviso in the appli- 
cation of Jung’s dream parallel to catatonic behavior. 

Shilder and, particularly, Storch (whose fine monograph has 
been translated most commendably by Miss Willard) have made 
contributions of great value in this connection. Reiss, in an amaz- 
ingly frugal article, “Zur Analyze der Schizophrenen Denk- 
storung,’ expressed notions not widely removed from our con- 
clusions. These authors, without perceiving the ontogenetic origin 
of the manifestations, saw clearly the parallelism of the catatonic 
phenomena to primitive thought processes. Dr. Storch, like many 
another, seems to have ignored the conservative aspect of the 
process. This is doubly disappointing, for he saw clearly that “ the 
archaic-primitive formations in schizophrenics break in only here 
and there where the psychic superstructure has been rent.” Had 
his background been that of a genetic schizophrenia theory, rather 
than the ambiguous speculations of Berze and Kronfeld, his valua- 
ble monograph might have ended more optimistically than is his 
apocalyptic final paragraph. 

fo conclude this preliminary and necessarily fragmentary 
presentation, the conservative aspect of catatonic states in particu- 
lar, and of early schizophrenia in general, are to be identified as 
attempts by regression to genetically older thought processes, to 
infantile or even prenatal mental functions, successfully to reinte- 
grate masses of life experience which had failed of structuraliza- 
tion into a functional unity; and finally lead by that very lack of 
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structuralization to multiple dissociations in the field of relation- 
ship of the individual not only to external reality, including the 
social mileau, but to his personal reality. 

Just as the primitive thinking in more normal sleep solves many 
a problem, and, in the remembered dream, brings up for assistance 
many an unsolved problem with which we now feel able to deal; 
so do these primitive processes in schizophrenia, so far as they 
can be comprehended by another mind (and turned to some pur- 
pose in reorganizing experience which had not been integrated), 
offer a field for direct therapeutic activity and a promise which 
removes this disorder from the category of unmitigated evil. 

While it is not intended that this paper shall relate directly to the 
therapy of schizophrenia, it being the desire merely to insure a 
measure of new interest, so that these patients will cease to be 
regarded by so many as a priori inexplicable and hopeless, a word 
may be said of clinical applications of the theory. Far more than 
any single action of the physician, it is his general attitutde towards 
the patient that determines his value. Primitive sympathy phe- 
nomena, such as, in fact, unduly the psychoanalytic “ transference 
mechanism,” are of prime importance in relieving the introversion 
of mental life of the patient, to such effect that his experiences can 
be brought more and more into objective relations, with increasing 
adaptation of his personality to reality, and increment in the bio- 
logical utilization of the hormic energy. The schizophrenic appre- 
ciates all too definitely the attitude of the physician regarding the 
life situation presented by the patient. Solipsism, excursions into 
phantasmagorical “ collective” and “ racial” unconscious, or even 
the “ purely scientific ” attitude which eliminates the element of 
purpose and reduces the individual to organismic cravings in 
pitched battle ; all these views bring to the patient much the same 
destructive influences to which he was previously subjected in the 
world, in the guise of naive materialism, absolute determinism, 
patristic theism, or the multiform complex-determined quasi- 
idealism. Primitive processes of thought make up too much of 
the physician’s thinking, for him to settle easily into the inter- 
pretation of the more primitive processes of the patient, until he 
shall have developed insight—at least to the extent of dissolving 
the factitious good-evil antithesis which seems to be our universal 
heritage from the old Persian dualism that has come to us among 
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the trapping of Christianity. An approach to psychopathological 
problems which is not critically realistic, seems to negative any- 
thing more controlled than unconsciously directed suggestion. In 
dealing with suggestion, the limitations of the agent are certainly 
the limits of effect possible in the patient; for, no matter how 
extensive and benevolently efficacious the patient’s ideal of the 
physician may be ; the more purely projected features are not effec- 
tive in the face of actual contact; and the schizophrenic who 
objectifies his interests in an illusory fellow whose limitations 
break through to the distress of the sufferer, will naturally retreat 
again into more profound psychosis. 

It has seemed that there were two courses open for therapy of 
this disorder. Of course, some incipient and early states can be 
analyzed directly, as was demonstrated by Hoch, some years back. 
In acute and subacute states, however, the application of the dis- 
coveries of psychoanalysis have to be divorced from the method of 
free-association in its usual form. The careful use of questions 
addressed to the patient, and to a trained assistant in the hearing 
of the patient, has been found effective in stimulating perception, 
analysis, and resynthesis, of psychotic content. In other cases, 
recourse is to be had to primitive forms of thought exchange, and 
utilization made of symbols, allegories, and even rituals, for the 
induction in the disorganized individual of therapeutic experience 
assimilable at the levels of regression to which he has reverted. 
These therapeutic attempts have proven, so far, anything but eco- 
nomical of effort. Their results, while far too incomplete to 
justify any extens've program (or even discussion), suggest that 
this may be the proper direction for groping towards the clinical 
desiderata. 

It is hoped that many others will return to this field of work; 
for even if the individual patient is not deemed worth the effort, 
the profit in the field of mental hygiene which will result from 
the comprehensive understanding of this mental disorder is of 
unparalled importance ; and the prophylaxis it would make possible 
justifies a wealth of intensive work. 
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REPORT OF A CASE OF BENIGN STUPOR SHOWING 
UNUSUAL IDEATIONAL CONTENT. 


By L. D. HUBBARD, M.D., 
St. Elizabeth's Hospital, Washington, D. C. 

It is commonly believed that in cases of benign stupor the 
ideational content is concerned with thoughts of death, either the 
death of the individual himself, or states and situations symbolic 
of his death. The case herewith reported was thus occupied in the 
early part of the psychosis but during the two years of lighter 
stupor just prior to her recovery, the ideational content was of a 
nature to suggest a mechanism progressive or compensatory in 
relation to the level of the deepest regression. A serious physical 
factor entered into the onset of the psychosis and was probably 
the precipitating cause. 

The patient, a woman, Ida B., was admitted to the hospital 
June 3, 1916, at the age of 31 years. The history as recorded on 
admission was meagre and insufficient, but it was supplemented at 
various times by husband, sister and finally the patient herself 
until it resolved itself into the following story: The paternal 
grandfather died when the patient’s father was an infant and he 
was brought up by his step-mother, a “ hard cruel woman,” from 
whom he received nothing but harsh treatment. His boyhood was 
spent in Canada where he was overworked and dominated by his 
father until after he had attained his majority. He eventually 
broke away from this unhappy environment and came to the States 
where he married the patient’s mother, about whose family no 
information could be obtained. He was a healthy man, of good 
habits but with little education, age about 80 at the time of the 
patient’s admission to the hospital. Four children born in the 
early years of his marriage died (cause of death unknown). Four 
more were born after the family moved to Virginia where he kept 
a blacksmith shop. A sister 18 years older than the patient was 
married when Ida was six weeks old, and her daughter, Alma, was 
only three years younger than the patient. Alma was partially 
paralyzed from the age of three, and the patient was devoted to 
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her and humored her every whim. Ida’s early childhood seems to 
have been happy and her earliest memories (before the age of 
seven) cluster around midnight rides to market with produce from 
her mother’s truck farm, and exploratory expeditions around the 
market. On one of these tours she wandered a mile or more into 
the city and had to be returned to her mother by a policeman to 
whom she gave her name, her mother’s name and the location of 
her mother’s stall. Although calm and composed during the epi- 
sode, she had no sooner been turned over to her mother than she 
threw herself upon the floor screaming and crying. 

On one of the night trips the mother caught a severe cold and 
died at the age of 40 of double pneumonia. As the patient was 
only seven years old, her father did not feel that he could care 
for her adequately at home and put her to board with a blind lady 
and her sister. Because of the sister’s ill health, the patient was 
always being admonished to be quiet and was never allowed free 
expression of herself. For this reason she was unhappy, although 
she was well and kindly cared for. The sister finally died of 
tuberculosis and the patient was much frightened and upset by 
the funeral, the coffin, the dead body, etc., and would not remain 
in that house any longer. 

About two years after the mother’s death the father married an 
Iowa woman who had some property in that state, and when the 
patient was ten years old, she and the brother and a sister were 
taken to Iowa where they lived in the step-mother’s house. The 
father promptly took charge of the new wife’s property and would 
not allow her money for any pleasures or luxuries. He made the 
family charge everything they bought so that he could pay for it 
himself rather than give them money to spend for themselves. 
Ida’s emotional life about this time seems to have been dominated 
by her resentment toward her father because of his stinginess, and 
jealousy of the sister Mary who was the father’s favorite. Mary 
was not very healthy nor was she very bright in school and she left 
in the fifth grade. Although this meant that she was at home the 
greater part of the time, she was always endeavoring to get the 
patient to attend to her share of the household duties. When the 
father went East on business trips he often took Mary, giving 
her poor health as an excuse, though the patient begged to be 
allowed to go and the father knew that she was homesick for the 
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East. On one occasion when her sister in Virginia was very ill 
and was anxious to see her, the father would not allow her to 
leave home until her school had closed, and as a result of the 
delay she was too late and her sister died before her arrival. For 
this she never forgave her father. 

Of all the children she was the only one who cared about 
studying and her father was proud of her interest in books, allow- 
ing nothing to interfere with her schooling. He intended to fit her 
for teaching and she wished to specialize in mathematics. With 
this in mind she completed a course in normal school, graduating 
when she was 19. Her father insisted that she keep strict account 
of all the money she spent for her graduating outfit in order that 
she might return every cent as soon as she began teaching. An 
incident which occurred at this time served materially to increase 
her resentment against her father. It was customary for the gradu- 
ates to receive rather elaborate gifts, usually jewelry, from their 
parents, and the patient’s father had no intention of giving her 
anything. The step-mother understood how chagrined the patient 
would be when the other graduates displayed their gifts, and she 
tried to persuade the father to get her a present. After much coax- 
ing, he grudgingly bought her a worthless ring which she was 
ashamed to show to anyone. The patient’s reaction to her dis- 
appointments was quiet ; she often cried and went away by herself 
to brood. The sister Mary got her own way with the father by 
flattery or outbreaks of temper, and the patient envied her her 
ability to manage him. In retaliation she teased Mary a good 
deal which made Mary cry. 

Not long after her graduation, Ida received news of the illness 
of her niece Alma, and begged her father for money enough to go 
East to see her. She had already made up her mind that if she 
ever really got her long-promised trip East, she would never return 
to Iowa. Her father grudgingly gave her exactly enough money 
for her expenses, with the understanding that she should pay it 
back at the earliest possible moment, and she arrived at her niece’s 
home penniless. For some time she visited around with relatives 
and friends, resisting her father’s requests that she return to lowa. 
Finally, more as an excuse for not returning than for any other 
reason, she married Mr. B., whose family had intermarried 
more or less with her own family so that they had always been 
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friends. He was a man of little education, but with enough 
ambition so that he took correspondence courses and studied for 
himself. At the time of the patient’s admission he was an agent 
for a correspondence school, and though the salary was not large, 
the work was congenial and they were fairly comfortable. Ida 
always insisted that her husband was kind to her and provided 
her with what luxuries he could afford while trying to save up a 
little money, with which latter ambition she was in hearty sympathy. 
Her sister, however, told the physicians that he was stingy and 
made the patient work too hard. Her marriage was rather against 
the advice of the family and apparently they made a habit of point- 
ing out her husband’s defects to her whenever opportunity offered. 
Mr. B. admitted, when questioned on the subject, that the sister 
was always trying to convince the patient that he could do more 
for her if he wanted to. 

Her first child, a boy, was born without difficulty a year after 
marriage. Some months later she had what she described as 
“muscular rheumatism in the feet, beginning in the great toe and 
going back to the heel.” For this she took “ rheumatism medicine ” 
with the result (so she believed) that she developed heart trouble 
and from that time she suffered attacks of weakness and dyspnoea 
on exertion. A similar attack of rheumatism occurred about two 
years later with a resulting increase in the severity of the heart 
symptoms. The second child was born two years later, and although 
she had done well in the hospital the first time, she felt obliged to 
have a midwife deliver her at her home this time so that she would 
not have to leave the first child. A couple of years later she had a 
third child, but this pregnancy was complicated by “ dropsy ” and 
“ Bright’s disease” so that she was hardly able to get about the 
house the last three months. The birth was normal. A few months 
later a surgical abortion was performed on account of her cardiac 
symptoms. Attacks of coughing occurred intermittently and seem 
to have been related to the cardiac condition. 

A fourth child was born in January, 1916, and about two weeks 
later she developed mental symptoms. At first she was nervous, 
could not sleep, was uneasy, apprehensive, asked to be taken to a 
hospital where everything could be kept quiet. -Then she became 
resistive at times, asked for things and then threw them down when 
they were brought to her, screamed and ground her teeth. At other 
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times she appeared stuporous and would not speak although she 
would sometimes write what she wanted. After two months at 
home she was sent to a private sanitarium and was discharged at 
the end of seven weeks somewhat improved. She immediately 
became worse, tried to push “ things ” off her bed, thought she was 
in the penitentiary because she was the worst woman on earth. 
An alienist was called in and the family was advised to commit her 
to a hospital for nervous and mental diseases but they did not 
wish to do this and took her to a general hospital. Here she was at 
first violent and unmanageable, always wanting to “go somewhere,” 
but she finally became depressed and stuporous and was trans- 
ferred to St. Elizabeth’s Hospital, June 3, 1916. 

On admission she was stuporous, eyes open, showed marked 
catalepsy, took no notice of her environment. She was extremely 
pale and anemic appearing, her lips were cyanotic, extremities cold 
and clammy. Pulse was small, irregular and slow (rate 46 per 
minute), and the physical findings indicated “ aortic regurgitation 
with disturbance of compensation and dilatation.” Urinalysis was 
negative. She was 5 ft. 2 in. tall and weighed 92 lbs. 

Although for a few days she spoke occasionally, asked to go 
out, replied briefly to questions or made remarks such as, “ Yes, 
indeed I am going to get better and help you all. Then it will bea 
glorious blessing for us all!” she soon became entirely mute. She 
refused food, had to be spoon fed and sometimes tube fed, was 
untidy in habits, wet and soiled her clothes, was restless at times, 
occasionally moaned. She picked her fingers until they bled, wailed, 
and held tight to anyone who came near her bed. When visited 
by her husband a week after admission, she asked him if he thought 
he was smart, putting her in a place like that and leaving her alone. 
For a month, night sweats were noted and a very rapid pulse. She 
was kept in bed and given symptomatic treatment. The next month, 
July, she was up and dressed, wandered about the ward, said 
little other than “ I want to go to my room,” was untidy in habits 
and appearance, had to be spoon fed. It is noted that she often 
asked for “ something sweet.” If allowed to do as she pleased, 
she always undressed and got into bed; when urged to get up she 
would say “ Leave me alone, I want to go back to bed.” Her atti- 
tude was infantile and she would say to the nurse, “I want to 
hold you real tight, please don’t leave me.” Patient continued 
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about the same during the next two months, although it was 
noted the last of August that she had occasional fits of laughter 
without apparent cause. Two weeks later she was observed to keep 
her fingers in her mouth a great deal. During the rest of that 
year she was practically mute and had to be cared for in all ways 
by the nurses. Finger picking was again noted in December. When 
visited by relatives she talked little, said that people planned to 
kill her and that she was cruelly treated. At one time she said that 
her husband was dead. In January, 1917, she told her people that 
her youngest child was dead and though they brought it to her 
and she was pleased to see it, she would not admit that it was hers. 
The next month she was tidy in her habits, said little and was 
retarded, sat in one position all day long with head hanging down. 
Throughout this period she was noted now as appearing depressed 
and again as appearing indifferent but there was no statement that 
she cried. Albumin was discovered in the urine in April. In June, 
1917, she was sufficiently improved as to make her own bed for 
a time. She thought her family were all dead and that she was 
to be cut up but she no longer bit her fingers. Her physical con- 
dition improved markedly during this first year in the hospital and 
she gained seven pounds. 

There was no marked change during the next eight months. On 
several occasions there is a note to the effect that her menstrual 
flow was very profuse. In March, 1918, she was put to bed on 
account of swollen glands in the neck. These were believed to be 
tuberculous. She and all the other children in her family had had 
“scrofula” in childhood. In June she was put in the tubercular 
cottage, at which time she was extremely anemic, had night sweats 
but never had fever. In August, although a tuberculous sinus from 
the glands in the neck was still draining, she seemed stronger, fed 
herself, and attended to her personal needs, but was mute. No 
active tuberculosis was present in the lungs. A second gland opened 
in October. No apparent change took place during the rest of that 
year, but there was a steady decrease in weight so that in June, 1920, 
she weighed only 80 lbs. A blood count done at this time showed 
2,450,000 red cells, a hemoglobin of 70 per cent and 3400 white 
cells of which 54 per cent were polymorphonuclear leucocytes, 32 
per cent small lymphocytes, 13 per cent large lymphocytes and I 
per cent transitionals. 
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She lay in bed all day, motionless, mute, covers drawn over her 
head, hand over her eyes. She fed herself, in a hurried fashion, 
opening her eyes as little as possible, went to the toilet when physi- 
cally possible and was never resistive. She understood what was 
said to her and showed no negativism—even a tendency to comply 
with commands, though she seldom got so far as to carry them out. 
For example, the physician took the covers and her hand away 
from her head one morning and asked her not to put them back. 
Although she had lain with head covered for months, she did not 
cover it again for some hours. The same performance was repeated 
several mornings and she soon forgot the old habit. Her husband 
visited her at frequent intervals but she never spoke to him. A 
note dated January, 1921, stated that she menstruated very pro- 
fusely twice a month. Her weight increased and in February 
of that year she weighed a hundred pounds. 

In March, 1921, she was startled by a disturbed patient and 
spoke aloud. About this time she was taken up for short periods 
every day and seemed pleased and interested in her environment. 
She smiled and chuckled when spoken to but rarely spoke. In 
April she talked to her husband, asked after the children, but did 
not want them to come and see her because she “ loved them too 
much.” She told her husband she could never get well and cried 
when he left her. About this time she was given adrenal substance 
but this had to be discontinued after a short time because of per- 
sistent headache. She made rapid improvement both mentally and 
physically during the next few months. By the first of June she 
was taking care of herself, walking about the grounds as much as 
her heart condition allowed, crocheting, talking freely and look- 
ing forward to going home. A brief attack of rheumatism in the 
right ankle occurred in June but cleared up shortly. The old 
tuberculous sinus healed in July and an X-ray taken about the 
middle of the month showed pulmonary congestion and marked 
enlargement of the heart to the left and downward. She spent a 
day at home and stood it so well that in August she went home 
for two weeks. Because she was so happy and her mental con- 
dition was so good her visit was extended but she lost weight, 
became dyspnoeic, developed severe cough and returned to the 
hospital October 2, 1921. A large quantity of albumin and a few 
red blood cells were found in the urine but all examinations of 


y 

Tr 

t 

n 

t 

t 

Tr 

S 

t 

| 

n 

i] 


100 A CASE OF BENIGN STUPOR [July 


sputum for tubercle bacilli were negative. On the second of 
November she went home again, as it was felt that she had only 
a short time to live and her mental condition was normal. She 
was happy and contented but failed physically until on March 7, 
1922, she was returned to the hospital with severe cardio-renal 
symptoms and died two weeks later. No autopsy was permitted. 


It will be noted at once that we have here all the cardinal 
symptoms of benign stupor as described by Hoch. There is inac- 
tivity, mutism, apathy with occasional periods of depression 
or distress while in the hospital and negativism mentioned in the 
history. For the greater part of four years she is described as 
untidy in habits and unable to feed herself. For the first three 
years she had practically no memory. After recovery, she was 
closely questioned but would remember only one or two painful 
experiences such as having the discharging sinus in her neck 
probed. Of the onset of her illness she remembered nothing, but 
knew that at one time she believed that the various members of 
her family were dead. Her clear memory dates back about to her 
transfer to the cottage. In spite of the covered face and closed 
eyes, she knew everything that went on in the ward and was 
interested. No adequate explanation was ever given for her 
mutism. To persistent questioning she replied, “I just couldn’t 
talk.” Her behavior in the early part of the psychosis was often 
described as infantile and it was recorded that she clung to 
people and begged them not to leave her. 

The ideational content of the latter part of the psychosis is the 
interesting feature of this case. Before admission and for some 
time after admission, she had ideas that her husband was dead, 
that her children were dead, that she was going to be cut up. At 
one time she thought she was in the penitentiary because she was 
the worst woman in the world. This, as Hoch points out, is a 
death symbol. In addition, it is another expression of the maso- 
chistic tendencies previously noted in her history, for she is suf- 
fering punishment for her sins. Again, it is a narcissistic fantasy, 
for she takes unto herself the distinction of being the worst woman 
in the world. The patient could not remember about this period 
and was therefore unable to tell whether or not there was a think- 
ing difficulty. As far back in the psychosis as she could remem- 
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ber, she was occupied with mental arithmetic. All her waking time 
was spent doing problems and proving them. She ate her meals 
hurriedly, ran to and from the toilet, rushed through with her 
bath because she did not like to be distracted from her problems 
any longer than necessary. Her absorption in this endless task 
did not, however, interfere with her contact with her environ- 
ment, for at the same time she was aware of all that went on about 
her. She told the physician that the problems were long and diffi- 
cult—far more complicated than she could ever accomplish in 
her normal condition. There was no hint of a compulsive feeling 
about her activity, for she always referred to it as though she 
enjoyed doing it and wanted to return to it whenever interrupted 
by the necessities of existence. 

No psychoanalysis was done with this patient but a fairly 
detailed history was obtained in the course of two interviews. By 
the time she was well enough to cooperate with the analyst she had 
repressed her difficulties and made such a comfortable adjustment 
that there was no incentive to unearth them. She never feared a 
recurrence, perhaps, because she knew that she had only a short 
time to live. 

From the history it appears that resentment toward her father 
and jealousy of her sister were the two most disturbing affective 
elements of her childhood and adolescence. There seems to have 
been an undue proportion of masochism in her make-up, for her 
attitude in the face of her disappointments was usually self- 
effacing. True, her teasing of her sister evidences a certain degree 
of sadism but this appears never to have been active toward her 
father. Much as she wished to leave the West and return to her 
relatives in the East, she was never aggressive enough to defy her 
father and only broke away when he grudgingly gave his consent 
for a visit. She was unable to resist by herself his insistence on 
her return and her marriage was merely an evasion of the 
necessity of defying him. Poverty and illness were almost constant 
factors of her situation from that time. Although evidently a 
fundamentally inadequate personality, she seems to have navi- 
gated fairly well throughout the first eight or ten years of a more 
or less stormy married life. But the physical condition which 
had its inception not long after the birth of her first child, and 
which became progressively more serious with each succeeding 
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pregnancy, made the matter of adjustment increasingly difficult. 
The birth of the fourth child with its attendant exacerbation of 
nephritic symptoms was the situation which precipitated her col- 
lapse of adaptation. In a few weeks she had regressed to an 
infantile level, solving all her difficulties by believing all her people 
dead and herself in prison (a place where she would have no 
responsibility). At times there was a certain amount of agitation 
and depression with a constant picking of the fingers, which latter 
was an open expression of the masochistic element noted in her 
earlier life. By what steps she came out of her regressive stupor 
she was unable to say but there is a distinctly compensatory factor 
in the mental content of the last year. Her father’s ambition was 
that she should be well educated, and her own desire was to teach 
mathematics. Thus her time was spent doing mathematics— 
pleasing her father, outdoing him (he was not well educated) and 
satisfying her own ambition. This arrangement was so satis- 
factory that even after she began to talk, she insisted that she 
could never get well. 

The recovery from stupor was very gradual, occupying four or 
five months, and, perhaps because of this, it was not followed by 
a hypomanic state, as is often observed in such cases. She was 
very happy and appeared animated, but could by no stretch of the 
imagination have been considered pathologically active either men- 
tally or physically. 

To Summarize.—This was a case of regressive psychosis having 
many of the characteristics of a benign stupor, developing in an 
inadequate personality and precipitated by somatic disease. 
Although most of the ideational content of the deeper part of the 
stupor was forgotten. the months of lighter stupor were spent in 
doing mental arithmetic, an occupation which allowed her to 
triumph over her father and fulfill her own life ambition. Complete 
recovery was not accompanied by hypomania. The onset of very 
severe somatic symptoms after her return home did not precipi- 
tate any mental symptoms and her mind was clear up to the day 
of her death. 


A REPORT ON SOME HEREDITY STUDIES.* 


By GEORGE W. T. MILLS, M. D., 


Director of Clinical Psychiatry, Central Islip State Hospital, 
Central Islip, N. Y. 


It is not my purpose to enter into a general discussion of heredity 
in mental disease. In the first place it is too complicated a subject 
and I do not feel that I know sufficient about it, even less than 
I thought since recently reviewing some of the literature and look- 
ing Over my case material. My apology for publishing what fol- 
lows is that some years ago several articles appeared in this 
JouRNAL, and at the interhospital conferences held by the New 
York State Hospital system, several papers were read in which 
much was made of Mendel’s laws in connection with the psychoses. 

In the AMERICAN JOURNAL OF INSANITY for October of I9QITI, 
Rosanoff and Orr* make this statement: “ The neuropathic con- 
stitution is transmitted from generation to generation in the manner 
of a trait, which is in the Mendelian sense, recessive to the normal 
condition.” 

In another paper published in 1912, Rosanoff * stated that studies 
made up to that time in heredity, furnished results “ which 
seemed to justify the assumption that the full development and 
normal function of the mental faculties are dependent upon the 
presence in the germ plasm of a special determiner.” He further 
in this article makes the positive statement that in cases of simplex 
inheritance there is mental stability, the normal overshadowing 
the neuropathic taint, and that those of simplex inheritance differ 
from those of duplex merely by the power which they have of 
transmitting the neuropathic constitution to their offspring. He is 
quite vague as to what he means by neuropathic, but he does 
state that they may be looked on as biological features, analogous 
in their mode of origin and mode of transmission by heredity, to 
such features as blue eyes, fair skin, etc. Epilepsy, feebleminded- 
ness, manic depressive insanity, dementia precox, psychoneuroses, 
etc., seem to be regarded as neuropathic. 


* Read at interhospital conference, Manhattan State Hospital, Ward’s 
Island, New York, June 6, 1923. 
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In 1913 Rosanoff * discussed dissimilar heredity in mental disease 
and reviewed the literature extensively. In this article a statement 
was made that studies of a number of investigators had resulted 
in a general change of attitude concerning inherited predisposi- 
tion, and that common belief had come to be that heredity was, 
in the majority of cases, similar. A large case material is given 
in detail, and there seems to be a tendency to back down slightly 
from his previous assertions as to the psychoses, etc., behaving as 
recessive traits. Nevertheless, a definite scale of dominance is 
postulated, 7. ¢., normal, manic-depressive insanity, dementia prz- 
cox and epilepsy. Also in the summary at the end of the article, 
epilepsy, dementia precox, manic depressive insanity, imbecility, 
involution melancholia, paranoic conditions and acute alcoholic 
hallucinoses are stated to show a distinct hereditary relation- 
ship and to possess in common the property of behaving as recessive 
traits. Another interesting statement is, “ Exogenous factors are 
of comparatively minor importance, the amount of psychogenic 
disturbance is for the most part, like its kind, predetermined in 
the germ plasm.” 

It seems to me that such statements are entirely unjustified, but 
Rosanoff continues to incorporate the findings of these studies 
reported in I9I1I, 1912, and 1913 in his “ Manual of Psychiatry,” * 
and I think that a casual reader of the book would assume that 
the applicability of the Mendelian laws to mental disease is an 
established fact. 

It strikes me in reading eugenic literature that imbecility, sex 
immorality, neurasthenic states, etc., are terms very loosely handled 
and given weight from an hereditary standpoint without any knowl- 
edge of the etiology. Imbecility may be due to gross brain disease 
from injury or infection, and the same applies to epilepsy. Immor- 
ality, make-up defects and conduct disorders cannot so easily be 
labeled psychogenic and hereditary in view of what is now seen 
to follow epidemic encephalitis, and “ neurasthenic ” or “ nervous ” 
are terms of too vague meaning, especially as used by the laity or 
even the general practitioner. Blood tests have shown many so- 
called latent Wassermann cases, and syphilis is conceded to be a 
race poison. However, in heredity studies practically nothing, as 
a rule, is known as to syphilis. With the arteriosclerotic and senile 
disorders one would like to know what infections led to the arterio- 
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sclerosis, and who can say who among us will or will not develop 
senile mental traits if we live long enough. In this connection just 
what is meant by the term neuropathic? How many of us might 
be labeled neuropathic by a genetic’s enthusiast ? 

Myerson * discusses family insanity first in regard to trans- 
mission in the direct line, and secondly in individuals of the same 
generation. He points out the difficulties due to diagnostic criteria, 
but justly says that the majority are clear cut. He found that 
manic depressive in the parents was often followed by dementia 
precox in the direct descendants, but that the reverse occurred 
seldom if at all. In his study of psychoses in brothers and sisters 
he found that in the vast majority of families all those afflicted had 
the same type of disease. My material, although admittedly small 
in number of cases, does not bear out either of these conclusions. 
I do not think that they can be stated, except as generalities. It 
impresses me that in mental disease there are too many other 
factors involved to lay down rules or laws. 

Myerson" in the article published in 1918, and another a year 
later, comes out strongly in opposition to the views expressed by 
a number of workers as to the applicability to psychoses of Men- 
delian laws. He feels that with Mendelism not proven for any 
normal human character save possibly eye color, it is idle to talk 
of psychoses as depending on the presence or loss of a unit charac- 
ter. He feels that the theory of diseased determiners is much more 
tenable, or even that a new determiner is at work. 

White * in the chapter on Eugenics and Heredity in volume I 
of Modern Treatment of Nervous and Mental Diseases, opens 
with the statement, “ Man... . is the product of the contribu- 
tions of his ancestors .. . . and of the effects upon him of the 
environment in which he finds himself.” He draws attention to 
the great difference between explaining what has already happened 
and forecasting. He refers to the charge frequently made that 
eugenical workers disregard the environment, and to the fact 
that he has often opposed their viewpoint. 

Clark and Atwood’® in “A Contribution to the Etiology of 
Feeblemindedness”’ state, “‘ After the mental defective is born 
there is no way to be sure that his defect is not due to something 
accidental. The record of a few cases of accidental defect in a 
family could unjustly taint the whole stock.” 
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Numerous other writers lay stress on these and similar points, 
notably Mackenzie in volume 7 of Nelson’s Loose Leaf Medi- 
cine, and I am heartily in sympathy with all of these writers who 
insist that other factors than heredity must be considered. It is 
hardly necessary to call attention to the growing demand that in 
every mental disturbance the patient must be studied in the light 
of the individual as a whole. Meyer” in his article “ The Right 
to Marry” postulates the influence of the parent as the sum of 
four factors: (1) Genuine heredity, 7. e., that which comes with the 
germ cells and is itself inherited; (2) germ damage at the time of 
conception by such things as alcohol, febrile disease, syphilis, etc. ; 
(3) early growth and nutrition; and (4) early training and habit 
formation. 

Before taking up my case histories a discussion as to the Men- 
delian possibilities would seem in order, and in Rosanoff’s 1912 
article it is stated that the normal is dependent upon the presence 
of a special determiner. An individual, therefore, may inherit this 
determiner from both parents, or from only one, or may fail to 
inherit it from either parent. In the first case we would have 
duplex inheritance, in the second case simplex inheritance, and 
in the last case nulliplex inheritance. The normal is designated as 
dominant and the neuropathic as recessive, and in Chart I, illus- 
trating the mating possibilities, the solid square or circle repre- 
sents a nulliplex man or woman, a half shaded one a simplex, and 
a blank one a duplex, and the letter D indicates dominant, the 
letter R recessive. RR then represents a neuropathic subject or 
a nulliplex individual DR a simplex and DD a duplex. 

The following charts were made from case histories that were 
carefully worked up, partly, by Mr. Harry F. Boulger, but mostly 
by Miss Dorothy Aldridge, Cold Spring Harbor graduates. The 
charts themselves were prepared for me by Mrs. Ethel B. Bell- 
smith, one of our social workers, and the writer wishes to acknowl- 
edge his indebtedness to them. 

These are consecutively admitted cases chosen because of a 
positive statement as to heredity in the commitment paper, and 
the only selective criteria was accessibility of relatives. Wherever 
a diagnosis is mentioned it was made in a state hospital or a well- 
recognized private sanitarium. Many of the charts do not show 
all of the individuals known but have been cut down; only negative 
information or normals have been left out. 
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In these charts a square equals male, a circle female, and a square 
on edge indicates sex unknown. A square or circle underlined 
indicates that the individual is in an institution. X outside the 
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square or circle indicates our patient. Numbers in the squares or 
circles indicate the number of children represented by that par- 
ticular symbol. A union or offspring connected by dashes means 
illegitimate. 


| 


108 A REPORT ON SOME HEREDITY STUDIES [July 


Case 1.—Edith P.—Female, age 38. Diagnosis dementia precox. Still in 
the hospital. 

Information re 126 individuals (not all charted) from 26 sources. 

This married colored woman has had no legitimate children but three ille- 
gitimate. She has six normal brothers and sisters. On her father’s side we 
find considerable considered important eugenically. Two paternal aunts were 
immoral and had illegitimate children, another aunt was insane (diagnosis un- 
known), an uncle alcoholic and the father died of apoplexy. However, 
the paternal grandparents and seven great uncles and great aunts were 
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A—Alcoholic. 


P—Apoplexy—Paralysis. 


B—Beggar. T—Tuberculosis. 
S—Suicide. X—The patient. 
J—Insane. 


normal, as were the paternal great grandparents. The fact that one of 
the paternal great grandparents was a beggar does not seem to me to 
mean much considering that she was a negro and this was many years ago. 
On the maternal side the mother was normal, also the maternal uncles and 
aunts (not charted), and the maternal grandparents. One maternal great 
uncle died of apoplexy. The paternal aunt and her eight children are in 
institutions because poisoned by a sister-in-law. This then can be classed as 
practically a DD ancestry, and the study, therefore, does not fit with Men- 
delian theories. 


Case 2.—Herman H.—Male, age 40. Transferred to Manhattan State 
Hospital, Ward’s Island, and discharged from there as undiagnosed. Per- 
sonally, I have always thought his psychosis due to pernicious anemia. 
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Information re 38 individuals from eight sources. The chart at first sight 
seems to show considerable heredity. One sister insane, another a sex 
offender and a brother neurotic. However, the insane sister seems to have 
had general paralysis or cerebral syphilis, and I am not willing to agree 
that sex offences are necessarily indicative of mental abnormality. The 
neurotic brother was in a definite depression at the time the study was made, 
and so we have one positive finding, but there is a good reason to believe 
that our patient’s psychosis was due to his pernicious anemia, and I do not 
know what the physical condition of the brother was or is. One sister and 
one brother died in infancy. The father’s apoplexy occurred in the eighth 
decade and the mother lived to 79. She, the mother, seems to have shown 
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D—Died in infancy. T—Tuberculosis. 

J—Insane. X—In the circle, sex offender. 
M—Marasmic. X—Outside the square, the patient. 
N—Nervous—Neurotic. Miscarriage. 


P—Apoplexy—Paralysis. 


quite well-marked abnormalities of temperamental makeup throughout her 
entire life. No speculation re Mendelism is possible with this case study as 
maternal relatives are practically all unknown. The chart does show very 
interestingly the dying out of a family. 


Case 3.—John V.—Male, age 61. Diagnosis senile psychosis. Died January 
30, 1923. 

Information re 44 individuals (not all charted) from ten sources. Our 
patient in this case is the offshoot of an old Greenwich Village family hav- 
ing three generations represented in the undertaking business. All have 
been fairly well to do. The father was insane, probably a senile psychosis, 
one brother alcoholic and a short psychosis at 58, diagnosed in a New York 
State hospital as acute mania. Two sisters are neurotic but never in insti- 
tutions. The family record in this case then shows mostly some makeup 
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defects and a tendency for its members to develop senile or arteriosclerotic 
disorders late in life. Eugenically it does not impress me as of much value 
otherwise, but too little is known of the ascendants. Perhaps the information 
could be used to warn descendants against alcohol and the things known to 
have etiological importance in the development of arteriosclerosis. 
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A—Alcoholic. N—Nervous—Neurotic. 
J—lInsane. X—The patient. 


Case 4.—Frederick K.—Male, age 38. Diagnosis general paralysis; died 
following a convulsion 20 days after admission. 

Information re 35 individuals from five sources. In this record we see 
insanity in the two ascending generations. The patient’s father was insane, 
dementia przcox or epilepsy, and it does not make much difference as both 
have been labeled deeply recessive. The mother was perhaps a manic and 
also alcoholic. The paternal grandmother was insane but diagnosis not 
known. On the mother’s side there was an insane great uncle. This then 
was a Mendelian RR mating but from it instead of a flock of RR descend- 
ants we see only one insane individual, and for him to get up a psychosis 
required the help of the spirocheta pallida. Neither does the collateral 
part of the family study conform to Mendelian laws. An alcoholic paternal 
great great uncle married an insane woman and has three normal children 
with one possibly somewhat nervous and unstaple. Even so, she in turn has 
four children so far normal. 


Case 5.—/James B.—Male, age 28. Discharged by transfer to Manhattan 
State Hospital, Ward’s Island, as dementia precox. 

Information re 31 individuals from nine sources. This family study shows 
that the last two children born became insane, both with dementia przcox. 
One brother was formerly alcoholic, one sister is perhaps neurotic, one 
brother died at 26 of tuberculosis and one brother in infancy of “ menin- 
gitis.” The paternal side is not sufficiently known to definitely class the 
mating Mendelianly, but with the mother’s side apparently normal the result 
in the offspring does not fit with any of the theoretical possibilities. Further- 
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A—Alcoholic. D—Died in infancy. 
/—Insane. X—The patient. 
N—Nervous—Netrotic. ?—Insufficient information. 
E—Epilepsy. 
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more, the father is said to have been quite normal until 63, when he suffered 
a paralytic stroke and died one year later of nephritis. 


Case 6.—Ida S.—Female, age 38. Discharged by transfer to the Bing- 
hamton State Hospital, New York, as dementia przecox. 

Information re 32 individuals from seven sources. This study concerns 
twin girls. Both developed their psychoses very gradually, were cared for 
in the home for many years and both have dementia precox. The maternal 
grandfather late in life had three paralytic attacks. The father may have 
had a senile psychosis but just as possibly was only a dotard. A maternal 
aunt is said to have had a “nervous breakdown.” Nothing was elicited 
to explain why of a family of five only one reached normal adult life. 
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D—Died in infancy. J—Insane. 
N—Nervous—Neurotic. X—The patient. 
P—Apoplexy—Paralysis. ?—Insufiicient information. 


Case 7.—Justina L—Female, age 48. Transferred to the Hudson River 
State Hospital, Poughkeepsie, N. Y., as psychopathic personality with psy- 
chosis. She is still there and the transfer diagnosis has been continued. 

Information re 30 individuals from four sources. In this study we see 
seven children; one, our patient, insane, one stillborn, one a wanderer, one 
in a reform school and three died in infancy. The father of these seven was 
insane, an atypical manic with paranoid ideas and tendency to chronicity. 
He has spent most of his life in a New York State hospital. His one brother 
suicided and his one sister insane. His father (patient’s paternal grand- 
father) a paralytic with an insane sister. On the paternal grandmother’s 
side there was one sex offender, one paralytic and two neurotic. The 
patient’s mother was alcoholic with a tramp brother and her father a 
drunkard. The outcome in the patient and her sibs might be explained on 
Mendelian lines, but it seems to me just as plausible to assume the deaths 
in infancy, wandering away from home and the wayward tendencies as due 
to the neglect of an alcoholic mother, insufficient nourishment, improper 
home conditions, etc. 
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wanderer 
A—Alcoholic. R—Reformed school. 
D—Died in infancy. S—Suicide. 
H—Hobo. Z—Stillborn. 
J—Insane. X—lIn the square, sex offender. 
N—Nervous—Netrotic. X—Outside the square, the patient. 
P—Paralysis—Apoplexy. ?—Insufficient information. 


Case 8.—Agnes L.—Female, age 27. Diagnosis manic-depressive. Dis- 
charged following six months’ parole; efforts to locate following parole 
failed, but in September, 1923, she was re-admitted to Central Islip in a 
depression of one week’s duration before commitment. 
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Information re 20 individuals from 14 sources. The information in 
this case is so meagre that I would not include it in this report, except that 
the mother undoubtedly has dementia precox. She was 10 years in Man- 
hattan State Hospital, Ward’s Island, being admitted there in 1898, and in 
1908 transferred to Middletown, N. Y., where she still was two years ago. 
The daughter, on the other hand, has manic-depressive attacks. 


CasE 9.—Agnes S.—Female, age 39. Diagnosis dementia precox. Is still 
in the hospital. 

Information re 53 individuals (not all charted) from 11 sources. In 
this study if we consider the died in infancy as abnormal, we would, in the 
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A—Alcoholic. J—Insane. 

AS—Arteriosclerosis. T—Tuberculosis. 

Db—Diabetes. X—Sex offender. 

D—Died in infancy. X—Outside the circle—the patient. 


fraternity of the patient, have five normal and five abnormal, which accord- 
ing to the Mendelian formula would presuppose a mating of RR and 
DR. Our study of the ancestry, however, did not demonstrate this, nor cari 
I juggle the died in infancy to make it fit with any other mating. The father 
died of arteriosclerosis, two of his sisters late in life developed psychoses 
diagnosed in New York State hospitals as senile, and both died of arterio- 
sclerosis. The maternal grandparents were normal as were the paternal 
ones and the paternal great uncles. It seems to me that the nutritional side 
must be considered. The mother died of diabetes, but she was 54 at death, 
and we do not know what her age was at the onset of this disease. Her first 
child is alive, well and normal, the next two died in infancy, the fourth 
also grew up, the fifth and sixth died as babies, the seventh was a hunch- 
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back and died at 21; his deformity was thought to be due to a fall in child- 
hood ; the eighth is alive and well, the ninth is our patient, and the tenth died 
of tuberculosis at 25. It seems to me that we must assume some other factor 
than heredity to explain the development of a psychosis in our patient. 

The brother who is indicated in the chart as a sex offender, has for some 
years lived in common-law relations with the woman who has borne him 
three children; their marriage has so far been prevented by the woman 
having a living husband, and the relationship does not impress me as having 
any eugenic importance. 


CasE 10.—Thomas N.—Male, age 17. Diagnosis dementia praecox. He 
was paroled and discharged and later re-admitted to a hospital in New 
Jersey. 

Cuart XI.—Tuomas N. 


[HO PLO 


D—Died in infancy. R—Reformed school. 
J—Insane. Z—Stillborn. 
N—Nervous—Neurotic. X—The patient. 
P—Paralysis—Apoplexy. ?—Insufhcient information. 


Information re 44 individuals from 10 sources. The older brother of our 
patient became wayward in his early teens and spent two years in a reforma- 
tory for larceny. The two younger brothers were normal at the time of the 
study, but were then only 13 and 10, respectively. The father was neurotic, 
and the mother with all her living sibs referred to by a number of inform- 
ants as “a nervous family.” If this is an RR mating we could, I suppose, 
tell the father his two young sons will later develop something, regardless 
of the fact that our patient was from childhood different from his brothers, 
i. e., a seclusive type. The most interesting thing in the family study, it 
seems to me, is the marrying of a maternal uncle into a family, two of the 
five known members of which were insane, and his issue showing a high 
infant death rate. However, he died of a stroke at 44, and his father also 
died of a stroke at 42. Of the latter’s 13 children six died in infancy. 
It seems probable, therefore, that syphilis, sometimes referred to as “the 
great imitator,” has in this family tried to imitate the “neuropathic con- 
stitution,” eugenically. 
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CasE 11.—J ennie H.—Female, age 40. Paroled and discharged six months’ 
later as manic-depressive psychosis ; depressed phase; recovered. 

Information re 25 individuals from seven sources. This study is incom- 
plete as grandparents are unknown, also the sibs of father and mother. It 
does show three cases of insanity in the patient’s fraternity, all depressions 
with recovery, and the mother had a depression from which she recovered 
at home. We, therefore, see similar heredity in the descendants and no dis- 
similarities in the second generation, except that the insane brother’s attacks 
have at times been atypical and he was once diagnosed dementia przcox. 
Another interesting point is that the two who have been in Central Islip did 
not do well in school, and both tested subnormal with the Simon Binet scale. 


Cuart XII.—Jenniz H. 


LI —® 


J—Insane. X—The patient. 
F—Feebleminded. Miscarriage. 
T—Tuberculosis. ?—Insufficient information. 


Case 12.—Herbert D.—Male, age 20. Diagnosis dementia precox. Trans- 
ferred to Kings Park State Hospital, New York. 

Information re 32 individuals from five sources. At the time this study 
was made the younger brother appeared quite normal with a good makeup, 
although the mother was neurotic and the father alcoholic and very abnormal 
in many ways, possibly a long standing dementia precox. This then would be 
considered an RR mating, and later the other child was admitted to Central 
Islip with dementia precox. This study then shows the fallacy of drawing 
any conclusions so long as the younger members of the family are alive, for 
he who is well to-day may be sick to-morrow. Thus far the chart conforms 
to the Mendelian plan, but the father, the fourth child in a family of eight, 
was the only one to become abnormal, although he had an alcoholic neu- 
rotic father and two alcoholic paternal uncles. The mother also was the only 
one in her fraternity to show anything abnormal, and she had normal 
parents. One wonders if her husband is not more to blame for her neurotic 
condition than her ancestors. Another factor in the psychosis of Herbert, is 
that due to the mother’s aversion for the father she lavished all her affection 
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on her older son and developed in him a typical mother fixation. Still another 
point is how can one say which did the most damage to the paternal germ 
plasm, the chronic psychopathic condition or the chronic alcoholism. 


Cuart XIII.—HeErsert D. 
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A—Alcoholic. N—Nervous—Netrotic. 
E—Epilepsy. X—The patient. 
J—Insane. 


Case 13.—Arthur B.—Male, age 22. Paroled and discharged six months 
later as manic-depressive psychosis, manic phase. 


Cuart XIV.—Artuur B. 


OO 
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Miscarriage. J—Insane. 
N—Nervous—Neurotic X—The patient. 


Information re 17 individuals from eight sources. In this family history 
we see the father insane with two attacks of atypical manic-depressive insan- 
ity with a paranoid trend. Mother definitely a psychopath, i. e., Mendelianly 
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an RR mating, but of their five children the three oldest are so far normal, 
married and have normal children. The two youngest born developed psy- 
choses. One of them, the brother of our patient, has been some years in 
Kings Park, N. Y., and Manhattan State Hospital, Ward’s Island, and 
diagnosed in both hospitals as dementia precox. At last report he showed 
marked deterioration. Our patient, on the other hand, had a clear-cut manic 
attack. Another interesting point is that both of these boys were noted as 
subnormal intellectually. 


Case 14.—Margaret R.—Female, age 33. Paroled and discharged as de- 
mentia precox. 

Information re 26 individuals from 14 sources. In this chart we see the 
mother insane, but she developed her first and only attack of mental trouble 


CHart XV.—Marcaret R. 


O 
O 


A—Alcoholic. P—Paralysis—Apoplexy. 
J—Insane. X—tThe patient. 
N—Nervous—Neurotic. 


some 17 years after the patient was born. Her case was diagnosed para- 
noic condition, but as she has remained well more than 15 years the diagnosis 
is in doubt. Eugenically we might say that the union of a man dying at 50 of 
paralysis (kind unknown), with a woman of presumably abnormal makeup 
and one attack of insanity, resulted in three normal children, one alcoholic 
and one insane. However, more study of our patient as an individual 
shows that she was the last born and was a spoiled child. She seems to have 
grown up into a rather shiftless type and married a man of different relig- 
ion. Domestic friction soon developed, the patient’s mother and sister joined 
the increasing unhappy family group, the husband remained more and more 
away from home, court appearances and charity organizations began to 
figure in the record, the alcoholic brother often came to her for a refuge, and 
she was more fond of him than of her husband. As in the other case his- 
tories we see many factors of probable etiological importance. 


i 


le 


1924] GEORGE W. T. MILLS 119 


Case 15.—Jacob L.—Male, age 28. Transferred to Manhattan State Hos- 
pital, Ward’s Island, as dementia przcox. 

Information re 88 individuals (not all charted) from 11 sources. Our 
patient this time is a clear-cut dementia precox arising on a mental defi- 
ciency basis, but as a possible explanation for the latter we find that he always 
had a great deal of ear trouble. The psychosis and the intellectual defect are 
certainly not explainable on Mendelian grounds. There are no other incidents 
of psychoses, except in two cousins and, of course, in each of these the 
blood of another family has been introduced. One sister had a few convul- 
sions as a baby and is a psychopath. Positive factors to be considered are 
first, that our patient was preceded by 13 pregnancies, 12 of them going to 


Cuart XVI.—Jacos L. 


Of 


C—Convulsions. X—The patient. 
Db—Diabetes. N—Nervous—Neurotic. 
D—Died in infancy. Miscarriage. 
/—Insane. 


All married except our patient and the three who died. All except one 
couple have normal children and most of them grandchildren. 


term, and mother was 42 at his birth. However, she did not pass the meno- 
pause until 10 years later. Secondly, as the last born he was spoiled and 
brought up in such a way as to develop a typical mother fixation. The 
father died at 72, and is only known to have had diabetes for four years 
before death. 


Case 16.—Amanda L.—Female, age 41. Died of tuberculosis. Mental 
diagnosis, dementia praecox. 

Information re 36 individuals from 17 sources. This patient has a sister in 
the Central Islip State Hospital (diagnosis dementia precox), her father 
died in Manhattan State Hospital, Ward’s Island, her mother died of paraly- 
sis, two maternal aunts show makeup defects, the maternal grandfather died 
of spinal meningitis. On the face of it this is a bad looking family tree, and 
we, in addition, find our patient married to an abnormal individual, who in 
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turn has an insane father, an uncle who suicided, and paternal grand- 
parents who died of apoplexy. This summing up of the case history, how- 
ever, does not tell one-half of the story. The mother died of some sort of 
paralysis at only 28. Her husband (our patient’s father) is said to have 
been very cruel to her. Of her eight pregnancies four terminated in still 
births. The other four grew up, two became patients in Central Islip, one, 
a boy, disappeared and is said to be dead, the fourth was at the time of our 
study becoming blind from bilateral optic atrophy. The father about one 
year after his first wife’s death and when he was 40 or 41 became blind, 
and four years later married a woman 15 years his junior who had been 


Cuart XVII.—Amanpa L. 
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Miscarriage. S—Suicide. 
B—Blind. Z—Stillborn. 
D—Died in infancy. X—The patient. 
J—Insane. Y—Organic nervous disease. 
N—Nervous—Neurotic. ?—Insufficient information. 


P—Paralysis—Apoplexy. 


blind from birth. From this second union there were nine miscarriages and 
three children who died under two years; that is, of some 20 pregnancies 
attributed to the father only two children are now alive, one blind and one 
insane. When about 70 the father became insane and at Ward’s Island was 
diagnosed senile psychosis. This latter half of the record is to me much 
more indicative of syphilis than the first half is of recessive traits in the 
germ plasm. 


Case 17.—Mary Ann Y.—Female, age 48. Died of tuberculosis. 

Information re 51 individuals from 17 sources. This case was summed 
up by a eugenics worker in these words, “In the first generation two sui- 
cides; five insane in the second; one involution melancholia and one demen- 
tia praecox in the third ; one alcoholic psychosis and our patient in the fourth; 
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id- 
w- there are no signs of mental derangement in the fifth but they are all very 
of young.” Now since the maternal relatives are not known we can consider only 
ave the paternal, and in the fraternity of the paternal grandmother there were 
till 11 children, five of whom were insane. This would presuppose a DR 
ne, and an RR mating. As very little is known of the paternal great grand- 
pur parents we cannot say if this was so or not. Granted that it was, the 
ne paternal grandmother must then have been one of the DR ones as both her 
nd, two children were free from defect, and all of her grandchildren, except our 
Pen patient, who led a very different life from her five brothers and sisters. Her 


Cuart XVIII.—Mary Ann Y. 


® 


J—Insane. X—The patient. 
S—Suicide. ?—Insufhcient information. 
nd A—Alcoholic. 
ies 
ne parents died within one week of each other when the children were all small, 
vas and they became scattered, being adopted into different families. All 
ch found good homes except our patient, who had a pretty hard life with 
the elderly, unsympathetic people. She is the only one of her fraternity un- 
married, and as she reaches the menopause and realizes how her hard work 
has brought her no return and no prospects, she breaks down with a 
ed depression. The only brother was accidentally drowned. 
ui- Case 18.—Johanna L.—Female, age 15. Discharged as mental deficiency 
n- with an episode of excitement, later re-admitted with a typical manic attack. 
h ; Information re 56 individuals from 18 sources. This chart was not inten- 


tionally saved for the end. It appears in its correct chronological order, but 
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it is the one which fits best with Mendelian theories. In the mother’s fra- 
ternity there were 15 children. Reliable information could be obtained about 
only eight, and of these eight, two males are alcoholic and bad tempered, 
three females insane, one female (our patient’s mother) immoral, mentally 
deficient and has had one attack of mental trouble the exact nature of which 
is uncertain, another female mentally deficient, immoral and somewhat alco- 
holic. Therefore, of the known eight only one is normal, and the children 
of the various married ones, except our patient’s mother, are as yet too young 
to show much. Those who were seen by our worker appeared dull and 
defective. The children of our patient’s mother show two mentally defi- 
cient and insane, one mentally deficient but as yet no psychotic episodes, one 


Cuart XIX.—Joanna L. 


@ 


A—Alcoholic. J—Insane. 
C—Convulsions. W—Wayward. 
F—Feebleminded. X—In the circle, sex offender. 
N—Nervous—Neurotic. X—Outside the circle, the patient. 
G—Goitre. ?—Insufficient information. 


D—Died in infancy. 


had convulsions, one died in infancy, one apparently normal, two illegitimates 
who show makeup defects. The amount of alcoholism, feeblemindedness, 
insanity, etc., suggests their inter-relationship but sufficient is not known of 
the ascendants. What little is known introduces another factor. The mater- 
nal grandfather was married three times. It is said that he did not take his 
third wife until 65 years old, and that all 15 children were born of this 
union. The statement about his age at the third marriage could not be 
verified by the field worker. 


I have made no attempt to tabulate the findings of these eighteen 
cases, and I do not intend to draw any conclusions beyond the 
ones which are self-evident in the description of the case material. 
I will close by drawing attention to the fact that only two of the 
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eighteen fit at all with Mendelian laws, and I am quite convinced 
that the statements quoted in the beginning of this paper re psy- 
choses, etc., behaving as recessive traits are not founded on any 
facts so far established. 


10. 


BIBLIOGRAPHY. 


Rosanoff and Orr: A Study of Heredity in Insanity in the Light of the 
Mendelian Theory, American Journal of Insanity, Volume LX VIII, 
No. 2, October 1911, page 221. 


. Rosanoff: On the Inheritance of the Neuropathic Constitution, New 


York State Hospitals Bulletin, Volume V, No. 2, August, 1912, 
page 278. 


. Rosanoff: Dissimilar Heredity in Mental Disease, American Journal of 


Insanity, Volume LXX, No. 1, July, 1913, page 1. 


. Rosanoff: Manual of Psychiatry, 5th Edition, 1920, John Wiley and 


Sons. 


. Myerson: Psychiatric Family Studies, American Journal of Insanity, 


Volume LXXIII, No. 3, January, 1917, page 355. 


. Myerson: Psychiatric Family Studies, American Journal of Insanity, 


Volume LXXIV, April, 1918, page 497. 


. Myerson: Mental Disease in Families, Mental Hygiene, Volume III, 


No. 2, April, 1919, page 230. 


. White: Modern Treatment of Nervous and Mental Disease, Volume I, 


page 17, Lea and Febiger, 1913. 


. Clark and Atwood: A Contribution to the Etiology of Feeblemindedness 


with Special References to Prenatal Enamel Defects, New York 
Medical Journal and Medical Record, Volume CXV, No. 10, May 
17, 1922, page 573. 
Meyer: The Right to Marry, Mental Hygiene, Volume III, No. 1, Janu- 
ary, 1919, page 48. 


y 
i- 
it 
i, 
ly 
h 
)- 
n 
ig I. 
d 
e 
3 
7 
25 
is i 
is 
ie 
1. 
e i 


A CHAPTER FROM THE EVOLUTION OF 
MEDICAL ADMINISTRATION.* 


By WILLIAM L. RUSSELL, M.D., Wuire Ptains, N. Y. 


To review the past is, at times, not unprofitable. It may prevent 
us, in our zeal for the new, from discarding what is valuable in 
the old, and from overvaluing some things which may have 
outlived their usefulness. We must be careful that we do not fall 
into errors similar to those from which the medical profession 
was rescued by the movement of which Bloomingdale Asylum was 
an offspring. It should be recalled that the establishment of the 
asylum was due to the initiative of the Governors of the New 
York Hospital, especially Mr. Eddy, rather than to the active 
interest and direction of physicians. The object of the establish- 
ment was, according to Mr. Eddy, to afford an opportunity of 
ascertaining how far insanity may be relieved by moral treatment 
alone, which, he says, “it is believed, will, in many instances, be 
more effective in controlling the maniacs than medical treatment.” 
The moral management he referred to, though advocated by Pinel 
and a few others, some of whom were benevolent and intelligent 
laymen, had not been accepted by physicians as a distinct form 
of medical treatment. Few physicians of the period had accepted 
management of the mind as described and practiced by Pinel as 
being a distinct medical procedure, as having the same value in 
overcoming mental disorders as the drastic medical remedies which 
they were accustomed to employ, or as having any exclusive 
healing power. This is clearly shown by the case records of the 
mental department of the New York Hospital which have been 
preserved since 1817, and of those of Bloomingdale Asylum for 
some years after its opening in 1821. It is plainly set forth in 
Dr. Rush’s book on diseases of the mind, which was first pub- 
lished in 1810 and again in a fourth edition in 1830. Rush was 
physician to the Pennsylvania Hospital and his book was the 


* Being part of an address, modified for publication, which was given 
at the one hundredth anniversary of the opening of Bloomingdale Hospital, 
May 25, 192I. 
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principal, if not the only, one of the period by an American 
author. American physicians like their European brothers, had, 
as Pinel observes, “ allowed themselves to be confined within the 
fairy circle of antiphlogisticism, and by that means to be deviated 
from the more important management of the mind.” Rush 
believed that madness was a disease of the blood-vessels of the brain 
of the same nature as fever, of which it was a chronic form. 
“There is,” he says, “not a single symptom that takes place in 
an ordinary fever, except a hot skin, that does not occur in an 
acute attack of madness.” He found in his autopsy observations 
confirmation of this view and concludes that “madness is to 
phrenitis what pulmonary consumption is to pneumony, that is, 
a chronic state of an acute disease.” The reason for believing 
that madness was a disease of the blood-vessels, which seemed to 
him most conclusive, was “ from the remedies which most speedily 
and certainly cure it being exactly the same as those which cure 
fever or disease in the blood-vessels from other causes and in 
other parts of the body.” The treatment he recommended and 
which was generally employed was copious blood-letting, blisters, 
purges, emetics, and other severe depleting measures. When 
Bloomingdale Asylum was established, therefore, the provision for 
moral treatment did not contemplate that this should be applied 
by the physician or that he should have full control of the resources 
by means of which it could be applied. The records do not indicate 
that either the physicians or the Governors realized that this might 
be necessary or advantageous. The present system of administra- 
tion in which the chief physician is also the chief executive officer 
of the institution was a result of an evolution which took many 
years to reach its full consummation. 

Pinel, many years before Bloomingdale Asylum was opened, had 
shown by the most careful observation and practice that the man- 
agement and discipline of the hospital was a most powerful agent 
in the treatment of the patients. The manner in which he was 
led to this conclusion is a remarkable example of the scientific 
method. When he became physician to the Bicetre he found that 
the methods of classification and treatment recommended in the 
books seemed to be inadequate, and, desiring further information, 
he says: “I resolved to examine myself the facts which were 
presented to my attention ; and, forgetting the empty honor of my 
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titular distinction as a physician, I viewed the scene that opened 
to me with the eye of common sense and unprejudiced observation. 
. . . From systems of nosology, I had little assistance to expect ; 
since the arbitrary distributions of Sauvages and Cullen were 
better calculated to impress the conviction of their insufficiency 
than to simplify my labor. I, therefore, resolved to adopt that 
method of investigation which has invariably succeeded in all the 
departments of natural history, viz., to notice successively every 
fact, without any other object than that of collecting materials 
for future use; and to endeavor, as far as possible, to divest 
myself of the influence, both of my own prepossessions and the 
authority of others. With this view, I first of all took a general 
statement of the symptoms of my patients. To ascertain their 
characteristic peculiarities, the above survey was followed by 
cautious and repeated examinations into the condition of indi- 
viduals. All our new cases were entered at great length upon the 
journals of the house.” Having thus studied carefully the course 
of the disease in a number of patients who were subjected only 
to the guidance and control made possible by the management of 
the hospital under the direction of a remarkably highly qualified 
Governor, it came to him with the force of a new discovery that 
this man who was not a physician was doing more for the patients 
than he was, and that insanity was curable in many instances by 
mildness of treatment and attention to the state of mind exclu- 
sively. “I saw with wonder,” he says, “the resources of nature 
when left to herself, or skilfully assisted in her efforts. My faith 
in pharmaceutic preparations was gradually lessened, and my 
scepticism went at length so far as to induce me never to have 
recourse to them, until moral remedies had completely failed.” 
So convinced did he become of the significance and importance of 
the management and discipline of the hospital in the treatment of 
the patients, that, when a few years later, he wrote his “ Treatise 
on Insanity,” he states that one of the objects of his writing it 
was, “to furnish precise rules for the internal police and manage- 
ment of charitable establishments and asylums ; to urge the neces- 
sity of providing for the insulation of the different classes of 
patients at houses intended for their confinement; and to place 
first, in point of consequence, the duties of a humane and en- 
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lightened superintendency and the maintenance of order in the 
services of the hospitals.” 

Pinel’s views had apparently not been fully understood or 
adopted by the physicians of America at the time Bloomingdale 
Asylum was planned and established. Dr. Rush did not mention 
him in his book, and Mr. Eddy, in his communication to the 
Governors of the New York Hospital, referred only to the writ- 
ings of Drs. Creighton, Arnold and Rush and the Account of the 
York Retreat by Samuel Tuke. 

When Bloomingdale Asylum was opened, the form of organiza- 
tion introduced was that under which the department at the New 
York Hospital had been conducted.” Mr. Laban Gardner was made 
superintendent or warden with two men and three women keepers 
to aid him in the control and management of the 75 patients. There 
was an attending physician who visited once a week and a resident 
physician, neither of whom received salaries. There is nothing in 
the records to indicate that in the beginning, the governors of the 
hospital looked upon the moral treatment of the patients, which 
was the object for which the institution was established, as the task 
of the physicians. The aim was to furnish employment, diversion, 
discipline, and social enjoyment, without much attempt at pre- 
cision or close medical direction and control. For a time the results 
were considered to be satisfactory. In 1824, however, a joint com- 
mittee of the board reported that they were impressed by the neces- 
sity of improving the moral treatment, and recommended that two 
discreet persons be appointed to take charge of such of the patients 
as might from time to time be in a condition to be amused or 
employed on the farm or in walking, exercises in the open, or in 
classes to be designated by the resident physician “ with,’ how- 
ever, “ the approbation of the superintendent,” who you will recall 
was not a physician. These patients were, the report recommends, 
to be particularly under the charge of the Resident Physician when 
thus employed or amused “ out of the asylum.” At this time, the 
attending and resident physicians were placed on a small salary, and 
the resident physician was instructed to “ devote a greater portion 
of his time and attention to the moral part of the establishment and 
to communicate to the committee such improvements as his experi- 


*A special department for mental disorders was established in a separate 
pavilion at the New York Hospital in 1808. 
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ence shall suggest to be useful and necessary in carrying into more 
complete effect the system of moral treatment and to report from 
time to time to the committee the effect of the measure adopted.” 
This seems to have been the beginning of a realization that the 
moral management of the patients was inseparable from medical 
treatment and must necessarily be the task of the physician. Seven 
years after this, in 1831, the committee found it advisable to spread 
upon the minutes an “ interpretation and regulations,” relating to 
the superintendent and matron of the asylum and to the asylum 
physicians, to the effect that the committee understood that the 
regulations “ placed the moral treatment on the physician alone, 
under the direction of the asylum committee, and that the respon- 
sibility remains with him alone, that this treatment commenced with 
the reception of the patient, the ward where he shall be placed, his 
exercises, amusement, admission of friends, the time of discharge 
from the house. ... . 4 And that all orders to nurses and keepers 
which the physicians may think necessary to carry these orders 
into effect shall be communicated through the superintendent” (or 
warden). In 1832, the resident physician Dr. James Macdonald, 
who had just returned from Europe after having spent a year in 
visiting the institutions for mental disorders there, made a report 
in which he rather significantly referred to the impracticability of 
making a sharp distinction between the medical and moral treat- 
ment of the patients, it being difficult to say where the one ended 
and the other began, or to put one into successful operation without 
bringing in the other. At this time the position of attending physi- 
cian was abolished and the resident physician was made the chief 
medical officer of the asylum. It was not until 1837 that an amend- 
ment to the by-laws regulating the powers of the physician and the 
warden was adopted which gave to the physician the power of 
appointing and discharging at pleasure all the attendants on the 
patients, while to the Warden was reserved the power of appointing 
and dismissing all other employees. Fourteen years had thus 
elapsed since the opening of the asylum before the physician was 
given control of even the nursing service. The first annual report 
of the resident physician of the Asylum to be published appeared 
in 1842. In this, Dr. William Wilson makes a general statement 
in regard to the beneficial effects of the moral as well as the 
medical treatment pursued in the institution, and refers particularly 
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to occupations, exercise in the open air, amusement, religious ser- 
vices, and he asks that a workshop be erected for the men. It is 
evident that by this time the authority of the physician in the 
management of the institution had been extended and it is perhaps 
significant that in his report of the following year Dr. Wilson 
refers to a plan for distribution of food which had been evolved 
in cooperation with the warden. Under the direction of Dr. Pliny 
Earle who was appointed physician to the asylum in 1844, treat- 
ment directed to the mind was further elaborated and systematized, 
and the place of the physician in the management of the hospital 
was more firmly established. 

This brief survey indicates how, in the development of the work 
of the institution, it required years of practical experience to show 
to the governors that, in order to secure for the patients the treat- 
ment which the asylum had been established to furnish, it was 
necessary to extend the powers and duties of the physician so that 
he could control and direct the internal management and discipline, 
and all the resources for social as well as individual treatment. This 
extension was continued until finally the present form of organi- 
zation was adopted in which the chief physician is also the chief 
executive officer of the institution. This was, however, not fully 
accomplished until 1877. It is now universally recognized that the 
physician must be the supreme head of the organization, and all 
American institutions and most, if not all, of those in other coun- 
tries are now similarly organized. 

In the early development of Bloomingdale Asylum, this exten- 
sion of the influence and authority of the physician is the out- 
standing medical fact. It did away with division of responsibility 
and removed from discussion the question of moral as distinct 
from medical treatment. Thereafter a harmonious and effective 
application of all the resources of the institution to the prob- 
lems of the patients became more easily and certainly pos- 
sible. Since, then, the resources for treatment directed to the 
mind have been developed as steadily and fully as those re- 
quired for the treatment of physical conditions. The use of the 
organized agencies which were regarded by the founders as the 
main reliance in moral treatment, namely occupations, physical 
exercises and games, diversion, social contacts, and enjoyment, 
and management of behavior has been greatly extended, and 
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specialized departments have been created for their application with 
system and growing precision. Great advances have also been made 
in the methods of examining the minds of the patients and of 
determining the mental factors in their disorders and the means 
of restoring their capacity for adjustment to healthy thinking and 
acting. Psychiatry has been furnished with a body of well-arranged 
facts and with a technic which is not inferior in system and pre- 
cision to that of many other branches of medicine. In the study 
and management of the minds of the patients the physician is thus 
enabled to apply himself to the task as he does to any other medical 
problem. 

The advances in general medical science and practice have also 
necessitated great elaboration of the resources for the study and 
treatment of the physical condition of the patients. Instruments 
of precision, laboratories, x-ray departments, dental and surgical 
operating rooms, massage and hydrotherapy departments, facilities 
for eye, throat, nose, and ear examinations and treatment, and all 
the other means of determining disease processes and applying 
proper treatment have been supplied and the methods and standards 
of modern clinical medicine and surgery are utilized. It can now be 
clearly seen that it is necessary to direct attention to the whole 
personality of the patient, including his original physical and mental 
constitution, the physical as well as the mental factors which may 
be operating to produce his disorder, and the environmental con- 
ditions to which he has been and may again be exposed. In the 
treatment of mental disorders it is necessary to beware of what 
Pinel found to be the fault of the physicians and medical authors of 
his time, who he says were more concerned with the recommenda- 
tion of a favorite remedy than with the natural history of the dis- 
ease, ‘as if,” he says, “the treatment of every disease without 
accurate knowledge of its symptoms involved in it neither danger 
nor uncertainty,” and he quotes the following maxim of Dr. Gault: 
“We cannot cure diseases by the resources of art, if not previously 
acquainted with their terminations, when left to the unassisted 
efforts of nature.” Exclusive attention to the physical condition 
and factors, or to the mental condition and factors, or concen- 
tration on one theory or one form of treatment to the exclusion of 
all others is sure to lead to neglect of that careful general inquiry 
into the whole personality of the patient, into the conditions out of 
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which his disorder arose, and into all the manageable factors in the 
situation which is so essential to intelligent and effective treatment. 
Notwithstanding the great benefit which has been derived from 
physical measures in the study and treatment of mental disorders, 
and the well-founded hopes of greater advances in this direction, 
the main task still continues to be what Pinel calls the management 
of the mind. Experience and increasing knowledge show that 
this is a task which can only be successfully performed by the 
physician and by means of organized resources which are under 
medical direction and control. The hospital for mental disorders 
furnishes the means of providing social as well as individual treat- 
ment. It is a medical mechanism and for its proper management 
and use it is required of physicians that they accept the burden of 
much executive work and give their attention to many subjects and 
activities that may interfere seriously with what they have been 
taught to regard as more strictly professional interests. Like Pinel, 
one must be willing to forget the empty honor of one’s titular 
distinction as a physician, and do whatever may be necessary to 
make the institution a truly medical agency for the healing of the 
sick. Considerable progress has been made in developing executive 
assistants to relieve the physicians of much of the administrative 
work which requires little or no medical supervision and direction. 
Special provision for the training of such executives has, however, 
received insufficient attention. This question might, with great 
advantage, be taken up by the hospitals and colleges. Nothing 
would add more to the quality of the service which the hospitals 
render than to supplement the work of the physicians by that of 
well educated and highly trained executive assistants who would 
themselves find an extremely interesting and productive field for 
their efforts. 

A period has now been reached in this field of work when what 
amounts to a movement not inferior in significance and importance 
to that of a hundred years ago, seems to be in active operation. The 
character and scope of this movement and the lines of its progress 
have, to some extent, been indicated in the illuminating formula- 
tions which have been presented here to-day. The medical study 
and treatment of the mind is no longer so exclusively confined 
within the walls of institutions nor to the type or degree of disorder 
which necessitates compulsory seclusion. Psychiatry is extending 
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out from the institutions into the communities by means of out- 
patient clinics and social workers, through newly created organized 
agencies, through informed individuals, physicians, nurses, and lay 
workers, and through the general spread of psychiatric knowledge. 
This process is being expedited by the efforts of organized bodies 
such as the national and state committees and societies for mental 
hygiene, and the public is rapidly learning what can properly be 
expected of institutions, officials, physicians, nurses, and other 
responsible individuals in whom special knowledge and ability are 
supposed to be found. As in the prevention of tuberculosis, so, in 
the prevention of mental disorders, the informed public is likely to 
start a campaign which the medical profession may have to make 
haste to follow in order to maintain its needed leadership.. 

The lines of further development in hospital work are, perhaps, 
not yet perfectly clear in all directions. It seems certain, however, 
that they will lead toward a broader field of usefulness, in which 
the hospital will be regarded as a responsible agency for dealing 
with psychiatric problems in the community which it serves and will 
take part with other agencies in extending psychiatric knowledge 
and in applying it to prevention, and to the management of mental 
disorders as an individual and social problem beyond the walls of 
the institution. 
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THE RELATION OF ABSENCE OF THE SENTIMENTS 
AS OUTLINED BY SHAND TO SOME CASES 
LABELLED PSYCHOPATHIC PERSONALITY. 


By SAMUEL N. CLARK, M.D., Jacksonvitte, ILL. 


It is the intent of this article to submit in a tentative manner 
the characteristics of some of the cases which are labelled psy- 
chopathic personality in the hope that something in the nature 
of a criterion may be demonstrated. Such attempt may seem 
inordinately ambitious but the present unsatisfactory status of 
the subject excuses, nay even demands, an effort of the sort. 

The courts, the psychiatrists and the psychologists all find 
the problem of the habitual delinquent difficult, not only to under- 
stand, but also to describe except in terms of overt acts or of 
environment leaving the individual himself unfathomed as before. 

This paper will not attempt to define psychopathic personality 
but will present a case which has been so termed by several 
different medical agencies and an effort will be made to outline 
the mental processes which led to the delinquencies. Emphasis 
is laid on the fact that the case does nut show many of the mani- 
festations which according to the textbooks are shown in some of 
the psychopathic personalities. In fact, the case was chosen 
because there are lacking evidences of perversion of instincts (as 
such perversion is ordinarily considered), paranoic tendencies and 
emotional upsets. In the experience of the writer the case is 
similar to many which are met wherever misbehavior is studied. 

C. A.: The father died at 44 years with Bright’s disease. A maternal 
uncle was a hard drinker. A maternal aunt and a maternal cousin were 
insane. The patient was the eldest of four children. He was born in 1890 
in Wisconsin. No unusual facts in regard to early development were learned. 
The patient always made friends readily and was sociably inclined. He was 
not cold; was sympathetic but not extreme in that regard. He did not 
become excited easily but remained cool. The mother said the patient could 
not tell the truth. It is evident that he was not trustworthy in his youth. He 
left school at 14 or 15 years of age, and at that time was in the 7th grade. 
He claimed he learned with at least average rapidity. He was “ wild” while 
in school, smoked cigarettes, played truant, and at least four or five times was 
reported to the school authorities because the odor of wine was detected on 
his breath. After he left school he worked as watchmaker with his father for 
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two years. During this period, the longest he ever worked in one place, he 
used to stay out late at night, and one infers it was difficult to control him, 
After the death of the father, the patient worked irregularly and for only a 
few weeks or months at a time. He would start out with his lunch as 
though bound for work but would loaf about. The mother learned of his 
deception only when she went to the employer to learn why he did not 
receive the wages she supposed he had earned. One former employer said 
the boy was “ no good,” worked only irregularly and borrowed money, which 
he never repaid, from other workmen. Another man for whom the patient 
had formerly worked said the patient had shown that he could learn to 
repair motors, but that he would not work regularly and that he told 
absurd lies, such as saying his wife and baby had died, in order to obtain 
permission to absent himself from his occupation. The time he did not 
work was spent in loafing and drinking. He began to drink to excess when 
19 years old according to his own statements. He said he would not drink 
for about two weeks, and then would drink for four or five days becoming 
very intoxicated. 

At 23 or 25 the patient was sent to the House of Correction for one year. 
He was intoxicated and talked loudly to a policeman who searched him and 
found a revolver in his pocket. The patient said the weapon did not belong 
to him and that, as a favor to the owner, he was taking it to be repaired. At 
25 the patient was sentenced to the penitentiary for an indeterminate period 
on the charge of robbing an elevated railroad agent of $10.90. It was said he 
was intoxicated at the time. He was released in June, 1917, 22 months after 
he entered prison. The patient said later the time was reduced for good 
behavior and from his behavior while in the Chicago State Hospital one 
would be inclined to believe him. He denied guilt for this charge. The 
sojourn in prison seemed not to change the behavior of the patient. He 
continued to use alcohol to excess. 

He became engaged to a girl and married her in January or February, 
1919, in spite of the protests of the parents of the girl and of his own 
mother. The marriage did not prove to be a happy one. He did not support 
the wife. He left her alone in rooms where she “half starved.” The wife 
had him brought into the Court of Domestic Relations on two occasions for 
non-support. 

The patient admitted later that he stole jewelry from his mother, but said 
this was only when he was intoxicated. The mother-in-law said he could 
not be trusted alone in the house, that he would “take whatever he could 
lay his hands on.” 

Because of his tendencies he was referred to the Institute for Juvenile 
Research. Later he was sent to the Psychopathic Hospital and was com- 
mitted to the Chicago State Hospital June 26, 1910. 

Except for tremor of tongue, eyelids, and fingers he presented no evidence 
of somatic disease. He clearly grasped the situation and presented no 
memory defect. Attention and interest were keen. He was well-dressed, 
quiet in manner, courteous and cooperated willingly. He had no ideas of 
infidelity or other beliefs which could not be accepted as usual for one of his 
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station. Deterioration was ruled out by the hospital physicians. General 
and school knowledge were fairly good. He told correctly the time when the 
hands of clock were reversed, divided equilateral triangle into four equal 
parts, subtracted 7 from 100 and 7 from remainder, etc., with two mis- 
takes and solved correctly arithmetical problems in which several steps 
were involved.” 

In July, 1919, a note stated that the patient showed an air of superiority 
but subsequent notes stated that he was well liked, had a parole not only 
of the grounds, but also one which permitted him to go outside of the 
gate. He was permitted to take throat cultures to the police station, 
2 miles distant from the institution, and helped on the ward. The statement 
was made that he was worth $100 a month to the institution. 

When questioned in August, 1920, the patient said his trouble in the past 
had always been due to drink; that he quit work, stole from his mother, 
etc., only when intoxicated. This statement does not ring true. The ordinary 
person would not have lied, stolen, and neglected to make any attempt at 
reparation even had he been intoxicated frequently. He claimed he never 
had any desire to drink but had always been led to imbibe by friends. It 
is noteworthy that the patient tried to excuse his behavior or denied guilt 
when others questioned him. He said that he got into difficulties only when 
intoxicated, he drank only because friends persuaded him to do so, others 
were prejudiced against him because he had been in Joliet, and did not give 
him a fair show, etc. These various statements were not offered spon- 
taneously although made with emphasis when he did make them. The atti- 
tude was not of paranoic character. He was quite pleasant and cooperative. 
His statements were defensive rather than offensive and the excuses offered 
were evidently not dwelt upon or held prominently in consciousness. 


When the history of C. A. is scanned a characteristic of the 
behavior would seem to be lack of aim. This is not very obvious 
if one considers only the more dramatic episodes, but appears in 
bold relief when one views the entire life history in retrospect. 
Lack of aim is too loose a term to aid greatly in arriving at an 
understanding of the case but points the way to a concept founded 
on terms of psychologic import. 

The failure to develop sustaining aims or interests has received 
some attention, but thus far nothing in the way of a criterion 
has been adopted by common usage. It is believed by the writer 
that a key to the understanding of a case like C. A. is to be found 
in a consideration of A. F. Shand’s “sentiments” as outlined 
by McDougall.* According to the latter, a sentiment is “an 


*From records of Institute for Juvenile Research, Chicago, Ill. 
? An Introduction to Social Psychology, William McDougall. 
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organized system of emotional tendencies centered about the idea 
of some object.” It would not be possible to give an adequate 
exposition of the sentiments in the scope of a paper such as this. 
It is necessary, however, that enough be said to make clear the 
writer’s ideas concerning them. 

It is well known that human activity is founded upon desires 
or aversions. It is true that our actions are swayed by such 
factors as logic, judgment and memory, but this is only true 
because logic, judgment or memory points a way to gratify a 
desire or to avoid an aversion. When one thinks of desires one 
turns the attention at once to the instincts, but the instincts alone 
do not constitute all desires or dislikes. The instincts are, of 
course, a part of the inherent make-up of the individual even 
though they remain dormant until excited by a certain stimulus 
or situation. The sentiments, on the other hand, are developed 
during the lifetime of the individual and are centered about 
particular objects, concrete or abstract, giving to each object a 
fixed value as a determining influence in the behavior of the 
individual. Instincts are impersonal; they have to do simply 
with a certain mode of activity in a certain general type of situa- 
tion. The sentiment, as outlined by Shand, explains the motiva- 
tion of behavior on personal or specific bases. There lies within 
practically every woman a tendency, latent if not apparent, to care 
for her offspring. This is an impersonal tendency. The feeling 
which develops as a result of this tendency, the feeling which is 
different for one child than for another, although both may be 
loved, has to do with a personal attitude towards each particular 
child. This is a sentiment. Instead of a certain tendency to feel 
affection towards anv of her offspring, there is a definite personal 
feeling for a particular offspring. The tendency to congregate 
with others of our kind is instinctive but the special value which 
we place upon different individuals of our acquaintance depends 
upon the development of a particular feeling toward each indi- 
vidual. Moreover the feeling toward a friend is not simply that 
of a desire to be near him but is productive of various emotions ; 
fear if he be in danger, anger if he be attacked, pleasure if he 
achieves success, etc. The sentiments are developed, not only 
towards concrete objects, such as a child, a mate or a friend, 
but also towards abstract objects. It may be seen that the ten- 
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dency to work is founded upon instincts such as the instincts of 
self preservation, preservation of the mate and offspring, and to 
acquire. But it remains for development of sentiment to explain 
the attitude toward one’s usual occupation, with the feeling that 
that occupation must be served at all times whether any instinct 
is immediately involved or not. In the life of an individual the 
sentiment towards the vocation stands as an ever vigilant guide 
to one who has a real interest in his work. The individual could 
not consciously jeopardize the integrity of that vocation unless 
contrary behavior were dictated by other feeling stronger than 
that felt towards the vocation, and then only with a sense of 
dissatisfaction that the work should suffer. The sentiment towards 
truthfulness may be developed in various ways and to different 
degrees but once strongly developed it is well-nigh impossible 
for the individual to tell an untruth. It is not necessary that the 
individual stop to reflect, except to decide whether or not the 
prospective statement be in accord with truth or not. Nor is it 
necessary that the individual realize why truth, broadly speaking, 
is essential to civilized existence. In fact, one can remember 
numberless instances of individuals, whose lives adhere closely 
to the sentiments developed, who could not easily explain why 
they adhere to those sentiments and who may actually be unaware 
that their lives are constantly guided by them. On consideration 
of the subject, it would seem that many individuals are conscious 
of little emotion regarding a sentiment until contrary trends 
are felt. Many a good housewife is probably hardly conscious 
of any satisfaction in the fact that she is true to her husband. 
Let some one advise, however, that she be untrue and feeling 
becomes manifest. Of course, sentiments are developed to vary- 
ing degrees in different individuals but in the housewife, whose 
sentiment towards fidelity is strongly developed, one cannot 
imagine her being untrue because she happened to forget the 
sentiment. There are no unguarded moments with a sentiment. 

The term sentiment as used by Shand is evidently somewhat 
different from the popular understanding of the word. The latter 
carries with it the idea of a conscious and perhaps a tender 
feeling toward some living thing or a symbol of that thing. 
Obviously Shand’s conception is more definite and is that of a 
much more important psychologic factor. According to McDou- 
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gall, one may hold a certain sentiment toward an individual even 
when that individual is not present in one’s thoughts. It is largely 
this last idea which permits a viewpoint which is the crux of this 
article, viz., that the explanation for the behavior of C. A. lies 
in the fact that he did not develop sentiments. The writer inter- 
prets a sentiment as a tendency which has its effect upon behavior 
whether the influence is or is not a conscious one. This would 
mean that the love of a mother for her child would not only 
lead the former to perform those acts resulting in the welfare 
of the child while the latter was in her thoughts but that the love 
would always prevent her from performing acts inimical to the 
child even when not present in her thoughts. 

An estimate of the strength to which sentiment has been 
developed is not a simple matter. Obviously the bare statements 
of the individual, himself, are not criteria until interpreted. The 
statement of one, who consistently forgets the mother or the 
vocation and behaves in a manner inimical to the welfare of one 
or the other, may sound as convincing as the statement of one in 
whom the sentiment is strongly developed. If one keeps in mind 
the characteristics of sentiment the task of estimating them, while 
not simple, is quite possible with perhaps the exception of those 
which are gratified only by secret yearning. It has been stated 
that one of the chief characteristics of a sentiment is that it is 
always an influence. If an individual, therefore, says that he is 
greatly interested in his work and yet persistently allows other 
interests to interfere with achievement in it, obviously the senti- 
ment towards the work is lacking or at least woefully weak in 
relation to other sentiments. The task then would be to determine 
what the other interests were and determine whether any one of 
them is a consistent and definite influence. If the history of the 
individual reveals only impulsive activities and consideration of 
each interest, avowed or suggested by a part of the history, fails 
to show that it has been strong enough to influence all behavior 
where the welfare of the particular interest was involved, one may 
conclude that the individual is lacking in a very fundamental 
part of his make-up. It has been stated in the foregoing, that 
the development of a sentiment and impulsive behavior are not 
ordinarily consistent. As a matter of fact, it may be remembered 
that many of the strongest sentiments are those which are held by 
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the individual throughout his life or at least from early age. 
Probably not all sentiments are admirable ; it may be true, in some 
cases, that a life of wrong doing is actually based upon develop- 
ment of a definite interest in stealing, for example. In the experi- 
ence of the writer, it has been his impression that wrong doing, 
ordinarily, is due to a lack of sentiments rather than to the influ- 
ence of a very strongly developed sentiment of an unsocial char- 
acter. It would seem apparent that life, according to our social 
code, is absolutely dependent upon the ability to form sentiments, 
that these are the influences which make our purpose and behavior 
consistent and thus render possible civilized life as we know it. 

Perhaps the subject may be clearer if the reader calls to mind 
a close friend. After reviewing his opinions and attitudes, divest 
him of persistent feeling toward family, friends, occupation, 
recreation, country, religion, truth, etc. What is left? Intelligence 
will enable him to see the consequences of failure to live up to 
immediate requirements of various situations and the instinct 
of fear or some other fundamental urge may dictate a safe 
course. But in such an individual the opportunity to achieve 
desires, when to do so does not obviously lead to disaster, will 
sooner or later result in overt acts. 

If one turns again to the consideration of the life of C. A. 
it is obvious that while deep feeling may be avowed, the feeling 
associated with any particular idea or person is not persistent. In 
making this deduction one must depend upon an interpretation 
of the speech and behavior of the individual. His own statements 
cannot be taken at face value. 

According to the patient his interests were the mother, the 
wife, his friends, his future. He said he always felt an affection 
for his mother yet he did not help support her and stole jewelry 
from her, not only of material worth but also of great “ senti- 
mental” value, and never made an attempt to replace it. He said 
he cared as much for his wife as ever, but was quite willing 
that she secure a divorce and keep their baby. He said he did not 
wish to see his old friends because he was afraid they might lead 
him astray. He spoke of never seeing them again without any 
regret and while in the State Hospital made no effort to commu- 
nicate with them. In regard to work he said be had thought of 
taking a correspondence course in electricity. He never began 
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such a course although at times he had as much as $100 saved. 
It is evident that work was not a real interest. When asked a 
formal question in regard to his affection for the mother or wife 
or interest in work, etc., his answers were the sort which con- 
vention dictates and one received the impression that he was 
sincere. Yet, taking all facts into consideration it seems evident 
that the feeling accompanying each interest named was not strong 
enough or permanent enough to influence the behavior except 
when that interest was of most immediate concern. 

One would hardly think that alcoholism had anything but sen- 
sual interest or at most a harmful substitution for other interests. 
Even in regard to drinking he showed no persistent desire ; when 
it was possible for him to obtain liquor he drank to excess; while 
in the hospital he showed no desire for the stimulant. 

The point to which attention is invited is not that the patient 
showed lack of ordinary feeling for the mother or the wife or 
means of earning a livelihood, but that he lacked persistent feeling 
toward all of these things, and so far as the history would indi- 
cate or from what is gleaned from the account of the patient 
himself he had no strong sentiment toward anything, concrete 
or abstract. Thus his life consisted of a series of uncoordinated 
actions. There was no fixed feeling and therefore no fixed purpose 
which would lead him to avoid pitfalls or to strive consistently 
for permanent advantage. One can see that such case might not be 
anti-social when not situated so that he be subjected to the temp- 
tations of responding to sensual desires or to the desire to avoid 
onerous occupation. In other words, it would seem that the diffi- 
culties which have arisen have not been the result of overly 
strong appetites so much as a lack of persistent feeling for the 
helpful substitutes for the appetites. 

It is believed that the weakness or absence of sentiments, as 
these are interpreted here, can be recognized in such case as the 
one presented in this article and that such weakness or absence 
stamps the individual as one lacking essentially in social develop- 
ment. The problem in such case is to scan the entire life history 
to see whether or not evidences of sentiments can be found. In 
their absence the outlook must be dark indeed. 


The writer makes grateful acknowledgment of the assistance 
of Dr. Curt Rosenow in the preparation of this paper. 
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TREATMENT OF GENERAL PaRALysis.—Following the establish- 
ment of general paralysis as a special disease entity, over 100 years 
ago, it soon came to be universally regarded as a progressive, 
incurable affection ranking among the most fatal of known 
diseases. Treatment has long been looked upon as absolutely 
futile and cases which did not terminate in death within two to five 
years were regarded as quite exceptional. The traditional atti- 
tude of hopelessness and helplessness which physicians took toward 
the disease was not appreciably changed by the epoch-making 
discoveries of Ehrlich and the introduction in 1910 of a specific 
remedy (salvarsan) for the treatment of syphilis. General paralysis 
had not then been positively established as a syphilitic disease of 
the brain—and it was not until three years later (1913) that 
Moore and Noguchi demonstrated the spirochetes in brains of 
patients dying of general paralysis. Gradually from this time on 
a growing interest has been manifest in the possibility of arresting 
or curing general paralysis. However, even now, a great deal of 
pessimism prevails, particularly among physicians accustomed 
to deal with institutional or advanced cases of the disease; the 
belief that all efforts at treatment will prove to be useless finds 
many adherents. 

On the other hand, numerous encouraging clinical reports are 
appearing in the literature, based on the application of various 
newer modes of treatment in both the early and late stages of the 
disease ; it is, in fact, evident that numerous important problems 
relating to the pathogenesis as well as the therapy of general 
paralysis are being more vigorously and systematically attacked 
than ever before in the history of the disease. 

Greater interest in the treatment of general paralysis, with 
attempts to estimate the value of various newer methods of treat- 
ment, has stimulated a more careful study of the clinical course 
and duration of the disease and has served to direct attention to 
the important question of the frequency and extent of spontaneous 
remissions. State hospitals with good clinical records can con- 
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tribute statistics of value to this study, and autopsies performed on 
cases during remissions should furnish interesting material with a 
bearing on the question as to whether or not “ anatomical ” remis- 
sions accompany clinical remissions. Tophoff* in a recent review 
of the literature on spontaneous remissions brings out the fact 
that during the past 35 years the frequency of remissions as 
given by different writers has ranged from 4 to 21 per cent but 
the figures do not indicate that there has been any special trend 
toward increase or decrease of remissions. Tophoff in analyzing 
a series of nearly 300 cases of general paralysis found that complete 
spontaneous remissions occurred in 4.8 per cent and incomplete 
remissions in 14.9 per cent. Raynor’ in a study of 1000 cases of 
general paralysis, admitted to the Manhattan State Hospital, 
found complete remissions in 3$ per cent and incomplete remis- 
sions in 9 per cent. 

Treatment of general paralysis with arsphenamine and related 
remedies has been disappointing, although some clinicians, notably 
Solomon, claim that unsatisfactory results are due in part to lack 
of sufficiently prolonged and intensive courses of treatment. He 
advocates the administration of arsphenamine or neo-arsphenamine 
to the limit of tolerance over a long period, using not only the 
intravenous and intraspinal routes, but also resorting in resistant 
cases to intraventricular and cistern puncture. By following such 
an intensive program of treatment, he claims to have attained 
results more satisfactory than others who have not used the 
remedy so heroically. 

Arsphenamine therapy is of course based on the known specific 
spirocheticidal action of the drug. Various investigators have, 
however, felt that this method of treatment was limited by the 
evident difficulty of getting sufficient arsenic through the natural 
barriers which apparently wall off and protect the nervous tissue 
(and the spirochete) from any such therapeutic attack. Mehr- 
tens* and his associates have recently shown that meningeal irri- 
tation by auto-serum will break down the barriers to the passage 
of arsenic from the blood stream to the spinal fluid and increase 


* Zeitschrift f. d. g. Neurologie und Psychiatrie, Bd. 91, June 16, 1924. 
* Paper to be published soon in the Archives of Neurology and Psychiatry. 
* Archives of Neurology and Psychiatry, July, 1924. 
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the arsenic concentration in the fluid by from 25 to 30 per cent. 
He advocates this procedure in treatment and suggests that other 
substances, e. g., “ antibodies,” may be aided in a similar way to 
pass into the central nervous system. 

The use of arsenical preparations in the treatment of general 
paralysis has been carried a step further through the introduction 
by Brown and Pearce of a compound known as “ tryparsamide.” 
This substance is less toxic and more diffusible than remedies of 
the arsphenamine type. The spirocheticidal action of tryparsamide 
is admittedly lower than that of arsphenamine or other commonly 
used arsenicals. It has been suggested by Pearce that its apparent 
favorable action in general paralysis is due, not so much to any 
ability to kill the spirochztes, as to its power to build up the 
disease-resisting forces of the body, to modify or stimulate cer- 
tain metabolic processes and thus assist the individual to combat 
more successfully the destructive tendencies of the syphilitic or- 
ganism. Some extremely encouraging reports have been published 
on the therapeutic value of tryparsamide in general paralysis. 
Lorenz and his co-workers in their first report claimed that a good 
remission was obtained in 52 per cent of a group of cases com- 
posed of early and late general paralytics. In a second more recent 
report on 84 cases it is stated * that 41 per cent were restored, i. ¢., 
mental symptoms disappeared with an increase of capacity for 
work. All cases of this second series were ambulatory and only nine 
of them sufficiently psychotic to warrant institutional care. A large 
majority were, therefore, evidently in the early stages of the 
disease. In a paper by Moore and his associates it is reported that 
tryparsamide used in a group of cases of neuro-syphilis resulted 
in 66 per cent of remissions. This group included, however, not 
only cases of general paralysis, but also cases of tabes and “ asymp- 
tomatic paresis.” 

Another method of treatment which has been recently advocated 
by several investigators is the so-called non-specific protein therapy. 
It is assumed that the injection of foreign proteins will stimulate 
the disease-resisting forces and increase the defensive activity of 
the body against the spirochete. The fever which usually accom- 
panies the treatment is not essential, it being considered merely 
an indicator that a strong reaction is taking place. Reports on the 


*Am., Jour. of the Medical Sciences, August, 1924. 
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results of this form of treatment are still meagre. Nucleo-proteins 
and various albuminous substances have been used, including 
injections of milk. Fischer* and his co-workers report that all 
initial ambulatory cases treated were benefited ; that 57 per cent 
of early institutional cases were benefited and rendered capable 
of returning to work; in advanced cases 20 per cent showed 
improvement. 

Another method of treating general paralysis which has lately 
attracted a great deal of attention depends on the inoculation of 
the patients with malaria. This is not a new idea, being an out- 
growth of observations made as far back as 1887 by Wagner von 
Jauregg, that cases of mental disorder, including general paralysis, 
frequently showed marked improvement following an attack of 
some intercurrent infectious disease. In 1890 Wagner treated 
cases of general paralysis by the injection of tuberculin, and in 
1917 instituted the malarial therapy. Since then it has been 
extensively taken up and systematically used in a number of clinics, 
particularly those of Vienna and Hamburg. In this country the 
method is being tried out at St. Elizabeth’s Hospital, Washington, 
D. C., and in New York at the Psychiatric Institute and the 
Manhattan State Hospital. Several European investigators report 
that complete remissions are obtained by this method in from 36 to 
52 per cent of the cases of general paralysis treated. Weygandt 
reports that good, and very good, remissions occurred in from 50 
to 60 per cent of his patients. In some of the cases reported remis- 
sions have now lasted from 3 to 4 years. The serological picture 
as a rule shows decided changes for the better following the 
malarial treatment. The blood and spinal fluid may be rendered 
completely negative in some cases. There is also marked increase 
in body weight following the induced attack of malaria. Lewis 
reports that cases of general paralysis coming to autopsy, who have 
had malarial treatment, show a lessening of the inflammatory 
process. The good results obtained by the malarial treatment are 
assumed to depend on the formation of non-specific immune 
bodies, the presence of which render the host less habitable for 
the spirochetes. The further application of this principle with 
perhaps the discovery of a specific immune substance opens 
up an inviting field for further experimental and clinical work. 


® Med. Klinik, Jg. 19, No. 45, 1923. 
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Viewing conservatively the results so far apparently obtained 
by the various methods of treatment described, together with the 
greatly increased interest in the treatment of general paralysis, 
one may justly feel encouraged to believe that successful treat- 
ment of the disease may be eventually achieved. This does not, 
of course, mean that a deteriorated and severely damaged patient 
may be restored to a normal mental and physical state, but it is 
not too much to expect that the disease may be arrested in its 
well-established stages and that even a cure may be obtained in 
the earlier stages. What has been accomplished seems to empha- 
size most forcibly the necessity of early recognition and early 
treatment not only of general paralysis but of all forms of neuro- 
syphilis. 

GeorcE H. Kirsy. 
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Association and Hospital Motes and Mews. 


THE AMERICAN PsyCHIATRIC ASSOCIATION, EIGHTIETH AN- 
NUAL MEETING.—The meeting of The American Psychiatric As- 
sociation at Atlantic City in June, the eightieth in its history, was 
well attended, and the program presented an attractive and, in the 
main, interesting series of papers, many of which brought out free 
discussion. 

There were 308 fellows and members registered and 171 guests, 
nearly thirty-seven times as many as were in attendance at the first 
meeting in 1844. Dr. Salmon presided and conducted the sessions 
in his usual happy manner. His address was an excellent one and 
was received with hearty applause. Those of our membership who 
were not fortunate enough to be present will have the opportunity 
of reading it in this issue of the JouRNAL. 

The selection of Dr. Barker, for the second time, to deliver the 
annual address is an indication of the high esteem felt for him by 
the members of the Association. 

He took for his title “ Psychiatry and Public Health,” a most 
timely subject, and it is unnecessary to say that he treated it in a 
masterly manner. We feel confident that his remarks will go far 
toward awakening public interest in a public health matter of great 
and growing importance. 

The sessions were somewhat handicapped by the location and 
character of the room assigned for the meetings, and other condi- 
tions at the hotel threw unnecessary burdens upon the shoulders 
of Dr. Curry, Chairman of the Committee of Arrangements, and 
his associates. 

The Round Table Conferences, which have come to be an impor- 
tant feature of the annual meetings, were well attended. 

At the conference on clinical psychiatry there were 58 in atten- 
dance ; at the one on administrative subjects, 50; while 36 formed 
the group which discussed problems of social psychiatry, 14 labo- 
ratory work, and 22 occupational therapy. 
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Dr. SINGER JoINS THE EpitortaL Boarp.—The Council of the 
Association at the meeting at Atlantic City elected Dr. H. Douglas 
Singer, of Chicago, to the Editorial Board of THe AMERICAN 
JourRNAL oF Psycuiatry to succeed the late Dr. Charles K. Clarke, 
of Toronto, whose death was announced in the April issue of the 
JouRNAL. 

Dr. Singer has been a member of the Association since 1916. 
He has held various positions in the institutions of Illinois, for 
some years being the head of the State Psychopathic Institute and 
the director of the scientific work of the state hospitals. He is at 
present Professor of Psychiatry in the College of Medicine of the 
University of Illinois, in Chicago. 

To most of our readers he is well known and they will join us 
in acclaiming a welcome and valuable addition to our staff. 


THE PROGRAM FOR THE NEXT ANNUAL MEEtTING.—Dr. Harry 
C. Solomon, the Chairman of the Committee on Program of The 
American Psychiatric Association, is already at work looking up 
papers for the meeting in 1925 at Richmond, Va. 

He has asked us to request members who wish to present papers 
at the forthcoming meeting to communicate with him, giving the 
title and a brief statement of the character of the proposed paper 
at an early date. 

It is important that the Committee on Program have as com- 
plete information as possible concerning papers that may be offered 
for the program some months in advance of the meeting. 

Dr. Solomon may be addressed at 270 Commonwealth Ave., 
Boston, Mass. 


In Wemoriam., 


G. STANLEY HALL. 


In the death of G. Stanley Hall, America has probably lost the 
last one of an extremely interesting series of pioneers devoted alike 
to science and to the big venture of new interests in man. He 
died in Worcester, Mass., on April 24, 1924, in his seventy-eighth 
year. 

Among the members of the American Psychiatric Association 
G. Stanley Hall held a peculiar position. After a year at the Union 
Theological Seminary, Hall soon recognized his call in the direc- 
tion of higher education and spent three years (1868-1871) in 
German universities with an omnivorous interest blending such 
heterogeneous branches as theology, physiology and psychiatry, all 
sorts of historical courses, physics, a surgical course, and especially 
philosophy. On his return to America he finished his course for 
the B. D. degree, acted as pastor for three months, became a private 
tutor, and later a teacher of many things at Antioch College, Ohio. 
In 1876, he went to Germany for another triennium to study under 
Ludwig and Wundt at Leipzig. His wide interests brought him 
into unusually close acquaintance with the rising group of German 
and Continental workers. When, in 1882, he was called to Johns 
Hopkins University as Professor of Psychology and Pedagogy, 
it was by no means surprising that he soon began to hold weekly 
clinics at the Bayview Hospital for the Insane, of which, until the 
hospital was complete and the medical staff organized, Stanley Hall 
was locum tenens Superintendent, perhaps the only layman in 
medicine to occupy such a position. Here he had not only to de- 
termine what patients should be discharged, but to engage the 
purveyor and even the resident physician in charge—at first 
Dr. Noyes, who also was his student. It was in these days that 
Dr. Edward Cowles, of the McLean Hospital in Massachusetts, 
was enthusiastic enough to spend a term or two with him. And 
when, in 1889, Stanley Hall became President of Clark University, 
he continued to include in his wide-spread interest discussions 
and demonstrations of mental cases at the Worcester Hospital for 
the Insane. From 1895, when the writer became pathologist and 
later director of the clinical and laboratory work of the Worcester 
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Hospital, Dr. Hall handed over the actual instruction, but without 
ever losing his interest in the field. With unusually wide interest 
and perspective, and with his genetic conception of the study of 
man and his remarkable liberality and curiosity in every possible 
feature of human nature, he became one of the most fertile stimu- 
lators and writers ; in the first place, in child study, in the study of 
adolescence and of fear, and during his later years, of psycho- 
analysis. Nothing could express better than the decennial and 
20th anniversary celebrations of Clark University, with what 
sagacity G. Stanley Hall was able to bring within the reach of the 
American academic world the leaders of contemporary work and 
thought in the natural-history sciences dealing with man. 

With his espousal of the so-called recapitulation theory, accord- 
ing to which every human being passes through all the stages of 
evolution of the animal kingdom, and with his indefatigable habit 
of bringing together from all the corners of the earth and of its 
literature the facts that might bear upon the topics of his predilec- 
tion (apparently unaware of the fact that most people thought 
that there were domains on which even angels fear to tread), 
Stanley Hall captivated the expectations, if not always the enthusi- 
asm, of the public, and was bound to arouse on the other hand a 
feeling of reserve and criticism among the critical conservatives. 
He followed, however, his course and his fate unswervingly and 
thus became undoubtedly one of the most influential spirits in the 
preparation of the American public for a growing liberalism and 
an increasing faith and eagerness in the direction of the.study 
of man. 

With a man of so many diversified interests, we need not be 
surprised at the wide range of pupils and followers that have gone 
forth from his school. The American Journal of Psychology, 
founded in 1889; the Pedagogical Seminary, founded in 1893 ; the 
Journal of Religious Psychology, and the Journal of Applied Psy- 
chology represent an enviable monument, and the books of the later 
period of his life dealing with religious psychology and with 
senescence and reminiscences and biographic studies will always 
be among those which do not merely decorate library shelves but 
appear in the hands of many readers. 

There are probably but few men who could have borne a number 
of tragical experiences with the unfailing rebound that character- 
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ized Hall’s complex but resourceful nature. Of few men could one 
say with equal truth that, after all, in the face of many difficulties 
he brought to fruition and accomplishment, as far as it could be 
done under frequently adverse conditions, a very large bulk of his 
vision and anticipation, with an unfailing faith in his goal. 

ApDoLF MEYER. 


DR. HENRY HUN. 


Dr. Henry Hun for a quarter of a century an honorary member 
of this Association died of pneumonia in the city of his birth, 
Albany, New York, on March 14, 1924, with his seventieth birth- 
day just a week distant. Dr. Hun’s early student days were spent at 
the Albany Boys Academy, Sheffield Scientific School at Yale, 
Harvard Medical School and in four years study in Europe so that 
when he began the practice of medicine in his native city he had an 
unusual equipment added to a natural endowment brilliant in 
itself. From the outset of his professional career he had all the 
advantages that can accrue to a member of an unusually promi- 
nent family—easy circumstances, high social connections and 
desirable professional contacts. With these gifts came the respon- 
sibility for their keeping and to those familiar with the patient, 
systematic industry of Dr. Hun it need not be said that the 
proudest tradition of his family and profession were in worthy 
and competent hands. Dr. Hun’s medical teaching began with his 
actual practice of medicine and continued for nearly 30 years. 
It was my good fortune as a student to have come under his 
instruction and guidance. In those days there were other mem- 
bers of the faculty for whom I had a greater personal liking 
but none for whom I had the same respect and admiration. 
As years went on and I was better able to judge his worth 
this feeling was strengthened and enlarged. Since Dr. Hun’s 
death I have talked with several of his former students and they 
all voice in different words the same opinion. Said one, “ At the 
end of my senior year Dr. Hun delivered three lectures outside 
the usual course; from these I took away more good than from 
the balance of my year’s work.” Another said, “ A most remark- 
able man, strong in his knowledge of all branches of medicine 
and extremely human underneath it all. As a teacher I have 
never seen his equal.” It is quite beyond calculation to state the 
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influence of Dr. Hun’s long years of teaching. His work was 
simple and plain but likewise as clear as crystal. It was all so 
ordered and presented that any thinking student had to absorb 
its trend and meaning. All his work stimulated students to con- 
sidered thinking and to my mind no greater service can be 
rendered the young medical man. He was a scientific physician 
when these were less numerous than to-day. He taught his pupils 
to view their problems with a scientific eye and to summarize 
their observances by an assemblage and balancing of facts. He 
was naturally a student and he continued so throughout his busy 
useful life. He had a strong, resolute personality and to those 
fortunate enough to come under his direction he passed a glimmer 
of the attributes which easily gained and long held their respect 
and confidence. As a young man, Dr. Hun was personally rather 
precise with an air of aloofness quite near austerity. In later 
years this disappeared and it would be difficult to fancy a more 
helpful, genial man than Dr. Hun, softened by his years of con- 
tact with all sorts and conditions of men for whom he had a sym- 
pathy and understanding astonishing in its breadth and range. 
As a medical writer he was favorably known in this country and 
in Europe. As a consultant his services were sought in a field 
scarcely less extensive. Recognition by his medical associates 
was national as well as local. He had the unusual honor of 
serving as President of the American Neurological Association as 
well as President of the Association of American Physicians so 
that this professional skill was known in far horizons as well as 
nearby. While he was perhaps primarily a neurologist as his pub- 
lished books and writings indicate his learning was far wider 
than the single specialty. He was quite as competent in general 
medicine as in neurology and his consultant work as an internist 
was fully as large and varied as in neurology. In all that he 
undertook, his judgment was remarkably sound, final and assur- 
ing. For his own vicinage he was a medical mentor of the first 
rank, where none may take his particular place and fill it. As a 
physician, educator, citizen and man, Henry Hun represented all 
that is best in American life. He so lived and worked that the 
younger men of the medical profession have before them an 
example of honest achievement which they all may honorably seek 
to imitate and attain and which for many a year will be the 
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standard by which their strength and learning will be compared 
and measured. It is an honor to the profession of medicine to 
have had such a member as Dr. Henry Hun. It is an honor to his 
native community to have had his services as a citizen. It is an 
honor to this Association to have had his name in its membership 
and twice honored is he who for many years had the rare privilege 
of Dr. Hun’s loyal friendship. 
Rosert B. Lams. 


DR. GEORGE F. EDENHARTER. 


Dr. Edenharter was born in Piqua, Ohio, June 13, 1857. His 
preliminary education was received in the public schools of Ohio. 
In 1878 he came to Indianapolis and entered the Medical College 
of Indiana from which institution he was graduated with the 
class of 1886 receiving the degree of Doctor of Medicine. In 
1904, in recognition of his ability and distinguished service in 
the cause of humanity and his efforts in behalf of higher medical 
education and research work, Wabash College conferred upon 
him the degree of Master of Arts. 

Immediately after his graduation Dr. Edenharter engaged in 
the practice of his profession in Indianapolis. He soon demon- 
strated his powers and gained recognition as an able physician 
and surgeon. Dr. Edenharter was elected Medical Superintendent 
of the City Hospital in December, 1892, where his administration 
was so markedly successful that in April, 1893, he was asked to 
direct the work at the Central Hospital for Insane as Super- 
intendent, which place he held with honor and distinction until 
the time of his death December 6, 1923. 

Dr. Edenharter was identified with many representative pro- 
fessional organizations including the Indianapolis Medical Society, 
the Indiana Medical Society, the American Psychiatric Associa- 
tion, the New York Medico-Legal Society and the American 
Medical Association. 

He was prominent in Masonic Orders having received the 33d 
degree at Philadelphia in 1913. 

The immediate cause of his death was an attack of cerebral 
thrombosis in consequence of which he developed a right side 
hemiplegia. 
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The Board of Trustees of the hospital adopted suitable me- 
morial resolutions from which the following is taken. 

The Board of Trustees have not only had the advantage of observing the 
achievements of Dr. Edenharter through the indirect light of reputation and 
the charm of distance, but have had the fortune to be intimately associated 
with him in the great work of his life—to find the great character of the 
man, the true character of his work, and to realize the great anxiety that 


always filled his heart for the welfare of the unfortunates committed to 
his care. 


In this outstanding instance of public service, a service surpassed, we 
believe, by that of no individual in the annals of the state, not only has there 
been dedicated an ability of the very highest class, not only has there been 
brought to bear an intensity of thought and an infinite patience, always 
with an honesty of purpose, but over and around it all, ever lay that warm 
and loving sympathy with the inconceivable sadness of mental affliction. 

Dr. Edenharter’s practical third of a century’s service to humanity and 
the state was under administrations of antagonistic party faith, but he stood 
so high upon the solid rock of merit that no ripple of conflicting politics 
could ever reach or affect him. 

In our experience with him, whenever questions of efficiency, economy or 
expedience arose, always the one striking, all-absorbing impulse of his heart 
was to put foremost the consideration and defense of the helpless ones 
within his care. 

In my association with Dr. Edenharter for over 25 years I 
have always found him a man of strong personality. During his 
continuous and faithful service of over 30 years, the Central 
Hospital was placed on a highly scientific plane. An evidence 
of the appreciation of his unselfish devotion and the confidence 
and esteem of him was shown at his thirtieth anniversary last 
May. During his life Dr. Edenharter witnessed great advance 
in the scientific conception of psychiatry and under great protest 
constructed one of the first pathological laboratories in America 
especially designed for such purposes. He was highly regarded as 
an administrative officer and always insisted on the predominance 
of the medical idea in the care and treatment of the patients 
under his charge. 

He was a man of lofty ideals and purposes and so far as he 
was able, he carried them through to the end. He was always in 
touch with the great humanitarian problems of the age and his 
untiring devotion to his work had won him many friends. He 
was self-sacrificing, conscientious and a man of sterling integrity. 
He encouraged and stimulated those about him, and of his advice 
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and guidance cheerfully gave the best. To these traits, together 
with his optimism and steadfastness of purpose, his marked suc- 
cess was largely due. When convinced of the correctness of his 
position, he was uncompromising in a fight for upholding his 
conviction. He was fearless in his administrative methods and at 
the same time a man of great amiability and personal popularity. 

His life was a continual but glad sacrifice to duty. The strain 
was greater than he realized and finally he broke under it. He 
was a noble man, and his memory will always be an inspiration 
to his many friends. In his passing Indiana has lost one of its 
most faithful servants. 

He is survived by a son, Ralph Edenharter. 

Max. A. 


SAMUEL BACKUS LYON, M.D. 


Dr. Samuel Backus Lyon died in New York City on May 12, 
1924, in the 83d year of his age. 

He was born in Palmer, Massachusetts, August 25, 1841. On 
his father’s side, he was descended from William Lyon who came 
from England and settled in Roxbury, Mass., in 1635, and on 
his mother’s side from Edward Winslow of the Mayflower. 
After an academic education he was employed in a business house 
and bank. In 1869 he developed pulmonary disease and travelled 
in the South and West. In 1870, he accepted a position in the 
Government Hospital for the Insane at Washington, D. C. While 
there he decided to study medicine, and in 1879 he received his 
medical degree from the National Medical College (now part of 
the George Washington University) at Washington. He then 
went to Europe and studied in Vienna. On his return, he received 
an appointment on the medical staff of the Government Hospital, 
in which he remained until he was appointed Assistant Medical 
Superintendent of Bloomingdale Asylum, New York City, in 1882. 
On the death of Dr. Nichols in 1889, Dr. Lyon was appointed 
Medical Superintendent and served in that capacity from 1890 
until his retirement on July I, 1911, when he was appointed 
Emeritus Medical Superintendent. 

His first great task, after becoming Medical Superintendent, 
was to supervise the designing, construction and development of 
the new Bloomingdale Hospital at White Plains, to which the 
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institution was removed in 1894. The new hospital presented the 
more progressive features of the period, and as advancements 
were made in the field of psychiatry, provision for their applica- 
tion was added to the hospital equipment. A training school was 
established in 1894, hydrotherapeutic equipment was installed, 
the laboratory was opened, and Dr. August Hoch employed as 
its director in 1905; occupational therapy, as at present under- 
stood, was introduced in 1908. In I9QII a seaside cottage for the 
recreation of the patients was erected. 

Dr. Lyon was elected a member of the Association in 1882, 
and retained his active membership until his death. He was also a 
member of the American Neurological Society, the New York 
Neurological Society, the Society of Medical Jurisprudence of 
New York, and the New York Academy of Medicine. 

L. RUSSELL. 


WILLIAM DAVIS GRANGER, M.D. 


Dr. William Davis Granger was born at Providence, R. LI., 
December 22, 1847, and died July 30, 1922. He was the son of 
the Reverend James N. Granger and Anne B. Davis. 

Dr. Granger married Miss Mary E. Newcomb in 1888, and is 
survived by a sister, Miss Grace Granger and by two children, 
Mrs. Arthur Kitching, of New York, and William N. Granger, 
of Chicago. 

He was a graduate of Andover and of Williams College, class 
of 1869. He studied medicine at Harvard Medical College, at 
Bellevue and was an interne for one year at the Rhode Island 
Hospital. 

In 1880 he was appointed assistant physician of the Buffalo 
State Hospital, which position he held until 1888, when he resigned 
to take up private work at Bronxville, N. Y. In October, 1883, 
he began a course of instruction to attendants upon their duty 
and how best to care for their patients. This was done regularly 
and became a fixed part of the hospital life and developed into 
the present system of schools of nursing in our state hospitals. 

In 1886 he published his book entitled “ How to Care for the 
Insane,” and this book was used by the New York State hos- 
pitals for a number of years. It was re-edited in I89I. 
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January I, 1905, he was appointed a member of the Board of 
Managers of the Hudson River State Hospital by Governor 
Frank W Higgins, and he resigned December 31, 1911, to be 
reappointed to the Board of Managers of the Mohansic State Hos- 
pital where he continued until its abolishment by an act of Legis- 
lature in 1916. 

In 1890 he opened “ Vernon House” for the care of mental 
diseases. He was greatly liked by patients, their friends and rela- 
tives. He retired from active professional life in the fall of 1916. 

He was a member of the University Club of New York; the 
Kappa Alpha Fraternity; the American Medical Association; 
the state and local societies; and a fellow of the American 
Psychiatric Association. He was also a member of the New York 
Academy of Medicine from 1891 to 1898 when he resigned. 

Dr. Granger was a man of firm convictions, a steadfast friend 
and a loyal supporter of any cause in which be became interested. 

I. G. H. 


DR. GEORGE S. YOUNGLING. 


Dr. George S. Youngling was born in West 34th Street, New 
York City, on May 12, 1862, and received his preliminary edu- 
cation in the grammar and high schools of New York City. 
In 1880 he was appointed an assistant apothecary in the Northern 
Dispensary, New York City, and while so employed, he matricu- 
lated in the New York City College of Pharmacy. In 1881 he 
enlisted in the U. S. Navy as Assistant Pharmacist and was 
detailed to accompany the Greeley relief expedition to the North 
Pole. He was assigned to the U. S. S. Swatara, commanded by 
Captain and later Admiral W. S. Schley, U. S. N. He resigned 
from the Navy upon the completion of this duty and resumed his 
studies in the College of Pharmacy from which he graduated in 
1883 with a degree of Ph.G. After his graduation, he practiced 
his profession and became well-known as a chemist, before he 
began the study of medicine. In 1887 he matriculated in the 
Bellevue Medical College and was graduated in 1890; after serv- 
ing an interneship in a New York hospital, he began the practice 
of medicine in the locality where he was born. He was very 
successful as a general practitioner and built up a large and 
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lucrative practice. He had a remarkably retentive memory and 
a quick mental grasp and was a man of high culture and excellent 
professional attainments. Socially, Dr. Youngling was a man of 
strong and attractive personality, an interesting companion and a 
steadfast friend. 

He was consulting physician to the Central Islip State Hospital. 

He was consulting physician to the Northern Dispensary. 

He was a member of the following medical societies: Ameri- 
can Medical Association, American Psychiatric Association, New 
York County Medical Society, and was also a member of the 
American Society for the Advancement of Science. 

He continued in active practice of his profession up to the 
early part of July, when he contracted the fatal illness from which 
he died on July 25, 1922. 

Georce A. SMITH. 
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